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“MYSOLINE”" effectively controls 
grand mal and psychomotor seizures 





Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “MysoLine” was used as initial therapy; 
an additional 22 per cent were improved.’ In patients 
refractory to previous standard medication, Pence? obtained 
improvement to complete control in 70 per cent of cases. 
In his study, “Mysoiine” was added to current medication 
and in some cases this was replaced by “Myso.tne” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.”* 


NOTABLY FREE From SERIOUS Toxic EFFECTS 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.? When side reactions do occur, they 

are usually mild and transient and tend to disappear 

as therapy is continued. 


"MYSOLINE: 


Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
LITERATURE ON REQUEST 
1. Livingston, S., and Petersen, D.: New England J. Med. 254:327 (Feb. 16) 1956. 


2. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
3. Berman, B. A.: Am, J. Psychiat. 112:541 (Jan.) 1956. 





**Mysoline’’ is available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 


Ayerst Laboratories + New York, N.Y. + Montreal, Canada 
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TO GET THROUGH TO THE PATIENT 


SPARINE controls acute psychotic agitation without dulling mental acuity —thus 
inducing the calm accessibility so essential to psychotherapeutic rapport. 
SIZ armel eMule ib Me hc MM latle MelolollallelMelite Mel coil uM iclm il Meeliicel Mell 
withdrawal symptoms. ; 

SPARINE is a well-tolerated and dependable agent when used according to directions. It may be 
administered intravenously, intramuscularly, or orally. Parenteral use offers (1) minimal injection 


pain; (2) no tissue necrosis at the injection site; (3) potency of 50 mg. per cc.; (4) no need for 
reconstitution before injection. 


Professional literature available upon request. 
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THIS MONTH'S COVER 


Pictured is the new 396-bed maximum security building 
under construction at St. Elizabeths Hospital, Washing- 
ton, D.C. It is expected to open in mid-1958, replacing 
the 70-year old Howard Hall. 


The main trends of contemporary criminology 
reveal an unmistakable rise in the influence of psy- 
chiatry. There was a time when criminology was al- 
most exclusively the concern of the jurist, the stu- 
dent of police organization, and finally of the soci- 
ologist. During the last two decades these disciplines 
began to show a decided interest in psychological 
problems and therefore in psychiatry. Men like 
Thorsten Sellin in this country, van Bemmelen in 
Holland, Ribeiro in Brazil, Herman Mannheim in 
England, and Cornil in Belgium seem to consider 
seriously that their main fields of interest, varied as 
they are, are also interwoven with psychiatric issues 
whenever they approach the problems of the origin 
of crime, prevention of crime and/or the rehabilita- 
tion of the criminal. The psychiatrist is thus called 
upon by criminologists of various fields of endeavor 
to answer many puzzling and many more almost un- 
answerable questions. This psychiatric trend found 
its expression at the last International Criminol 
cal Congress (London, 1955) in the fact that its 
president, one of its vice-presidents, and a number 
of readers of papers were psychiatrists of many 
lands, all worthy representatives of their profession. 

However, no one in the field of criminology makes 
greater demands on the psychiatrists than the crim- 
inal himself, particularly the so-called “insane crim- 
inal” or the “criminal insane.” These demands are 
silent, to be sure, but compelling; they are almost 
inarticulate yet morally eloquent. 

The criminal who has the added misfortune of 
being afflicted with a serious mental illness is dis- 
posed of by the ordinary process of the law in a 
manner well expressed in the idiomatic “being put 
away.” Away he is put, in a mental hospital for the 
criminal insane, and there he is left, in the strange 
atmosphere of a security prison which is overcast 
by the vague covering of a security hospital. There 
is no question of true therapy, and in many a place 
no question of true hospital care. There are places 
in which the attendants are fewer in number and 
less well paid than prison guards. 

The fear and perhaps the unconscious hatred 
with which society faces a criminal is here expressed 
in its full starkness. Psychiatry is burdened with a 
responsibility which society makes it shoulder but 
fails to provide adequate means of properly dis- 
charging. Lack of trained personnel, lack of physical 
facilities make therapy often only a dream and re- 
habilitation an ethereal wish-fulfillment. 

From this point of view Dr. Addison Duval'’s arti- 
cle on page 9 in this issue is not only timely but 
piercingly convincing. The new building for “the 
criminally insane” (pictured on the cover) on 
which he has spent so much thought and energy, 
will stand out as a reminder of our psychiatric bur- 
dens and also as a living appeal for a new awaken- 
ing on the part of criminology in general and psy- 
chiatry in particular to the task of treatment and 
rehabilitation. 

Gregory Zilboorg, M.D. 
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THE PRIVATE PSYCHIATRIC HOSPITAL 


By GEORGE T. HARDING, M.D., Medical Director, 


The Harding Sanitarium, Worthington, Ohio 


DMINISTRATION of the private mental hospital] 

offers a challenging opportunity to the young psy- 
chiatrist. His interests must be broad, and include not 
only the patient’s care and treatment, but all of the hu- 
man relationships. He must have the ability to direct the 
many services which go to make up the modern mental 
hospital. 


During the more than a century of advances in the 
care of the mentally ill in this country, the mental hos- 
pital administrator has been a physician of ability and 
experience in psychiatry. It is no coincidence that the 
mental hospitals which have contributed most to psy- 
chiatric treatment have been under the direction of out- 
standing leaders in the profession. They have been able 
to put into effect far-sighted and advanced treatment 
methods and programs which have been followed by 
other hospitals some time later. 

The administrator of a private mental hospital must 
be a well-trained, experienced psychiatrist whose quali- 
fications, in addition to some administrative competence 
and experience, should include a continuing interest in 
and close contact with general medicine and doctors in 
private practice. 


History of Private Hospitals Traced 


The history of the private mental hospital can be 
traced to the separate divisions for the care of the men- 
tally ill which were established in the Pennsylvania Hos- 
pital, the New York Hospital and the Massachusetts 
General Hospital. These were followed not long after 
by the Institute of Living, the Brattleboro Retreat, and 
the Butler Hospital. In the succeeding years, many small 
institutions were established by independent, progressive, 
and often dynamic psychiatrists, who wanted to provide 
their patients with facilities and services which were not 
available in the public institutions of their communities. 

Some were founded by doctors whom politics had dis- 
placed as superintendents, and who had found adminis- 
trative duties more rewarding or to their liking, and who 
had demonstrated administrative ability. Other private 
mental hospitals were established by groups of doctors or 
interested citizens who recognized the need for special 
care and facilities for the individual who was able to pay 
for care which the public institutions could not provide. 
A limited number of institutions were established by 
doctors whose only interest was to turn a profit, but most 


4 


of these folded up as soon as the personality and drive of 
the founder was removed from the scene. 

Administration of the private mental hospital is in some 
ways more challenging than of the large public hospital 
because the private hospital is closer to the patient. Most 
private mental hospitals today are operated by non-profit 
corporations, but almost all of them have little, if any, 
endowment and are forced to be self-supporting, to make 
improvements out of their own income and to be eco 
nomically operated. At the same time, they must offer a 
service that the public can afford to buy at a reasonable 
cost. 

In order to stay in business, a private mental hospital 
must keep in close touch with its public, as well as with 
the doctors who refer patients. These physicians are con- 
tinuously forming judgments as to the competence, hon- 
esty and effectiveness of the staff and services of the hos 
pital. The Medical Administrator must, of necessity, be 
interested in and in close touch with all phases of com- 
munity activity and community health needs. 

The duties of a doctor in charge of a private hospital 
vary even more than the duties of administrators in large 
public hospitals. In some of the private hospitals until 
recently, the Medical Superintendent was his own busi- 
ness manager; with the help of a bookkeeper, and a 
nurse who was often called on to double as housekeeper, 
he personally carried on all of the administrative func 
tions. 

In the smaller institutions, there was an extension of 
the doctor’s private practice, and he sometimes admitted 
the patients of other doctors in order to keep the beds 
filled. Even today, many of the smaller private hospitals 
depend on one or more interested psychiatrists who wish 
to provide their patients with the type and quality of 
care their practice demands; the Administrator is also the 
personal physician made responsible for patients’ care in 
the medical sense of the word. 


Procedures Must Encourage Admissions 


Perhaps the most important difference between private 
and public hospitals grows out of the fact that most of 
the patients admitted to private hospitals are voluntary 
patients. While the private hospital does not go out and 
solicit business, it must, in order to keep operating, make 
its admitting procedure attractive and flexible enough to 
encourage, not discourage admission. Until recently, all 
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admission arrangements in most of the private hospitals 
were the duty of the doctor who first saw the patient in 
his office, at the patient’s home, or in consultation. It was 
his responsibility to evaluate the economic situation, the 
ability of the patient to pay, the probable duration of 
treatment, and as far as possible, the outcome which 
could be expected. 

With the disappearance of the smaller private hospital, 
some of these duties are being taken over by psychiatric 
social workers, and in some instances, by trained person- 
nel from the business office. However, the problems of ad- 
mitting patients to a private hospital are such that poli- 
cies must be flexible. The individual medical decisions 
involving the selection of patients are an important and 
necessary part of the Administrator’s duties in a small 
private hospital. 


General Hospital Units Have Similar System 


While I have been speaking of the private mental hos- 
pital as an independent unit, all that I have said is more 
or less true of the psychiatric unit in the general hospital, 
except that less of the administrative responsibility falls 
on the doctor in charge of the service. 

Many policy decisions must be made in the smaller 
hospital, and contrary to what one might expect, are 
made more difficult by the fact that fewer people are 
involved. For example, rules governing visitors and 
visiting hours are posted in the larger hospital, and few 
special privileges are requested. The private patient 
who is paying his own way expects a more flexible pro- 
gram, more special privileges and personal consideration 
of his requests. While good administration demands 
that exceptions be kept at a minimum, the doctor in 
charge of twenty-five to a hundred patients can be kept 
quite busy with requests unless he has trained a good 
group of assistants. 

Those who visit a private mental hospital are often 
surprised at the complexity of the organization. Almost 
all the departments found in the larger hospital must be 
duplicated in serving a smaller number of patients. De- 
partment heads must be found for the medical service, 
nursing department, social service, psychology, occupa- 
tional therapy and recreation program, not to mention 
the business office with the ever increasing complexity of 
bookkeeping, statistical reports, tax forms, etc. The food 
services, maintenance and repairs, housekeeping and 
other important functions each require some responsible 
person to be in charge. 


Educational Programs are Essential 


The modern hospital, whether small or large, private 
or public, must have an educational and research pro- 
gram. In the smaller hospital it sometimes consists of on- 
the-job training and classes for nurses or nurse aides, but 
in the larger private hospitals, it may include a full scale 
residency training program. 

Residencies in the private mental hospital offer dis- 
tinct advantages to the young doctor who is interested 
in the private practice of psychiatry. While some ex- 
perience in a public hospital is valuable, the doctor who 
receives his training in the smaller psychiatric hospital 
usually has the advantage of a closer relationship with his 








teacher than is possible in any large organization. The 
closer contact amounts to an apprenticeship in the best 
sense of the word, of learning the art of medicine by 
close personal observation and association with one 
skilled and long experienced in the field. However, it 
is no longer true that this type of association replaces the 
formal teaching program which the A.M.A. Council on 
Medical Education, through its approved residencies, has 
first encouraged and now required in order to obtain 
recognition. 

The young psychiatrist who is in training in the pri- 
vate mental hospital is not so far removed from the 
initial symptoms of the illness as he is where most of 
the patients are admitted by commitment. The private 
patient usually sees the doctor earlier in his illness, and 
often accepts hospitalization before special care becomes 
a matter of necessity. The steps between the first call to 
the family doctor and the admitting examinations in the 
hospital are fewer and more easily traced. There are no 
intervening conferences about the necessity for legal com- 
mitment; examinations by a doctor representing the 
Court have not taken place, the filling out of forms, the 
routine admitting procedures, the assignment to the ad- 
mitting ward and finally to the resident for his examina- 
tion are all bypassed. 

In most private hospitals, the treating doctor, includ- 
ing the resident, is a part of the admitting procedure, 
and sees the patient as well as the family, at the time of 
the first interview. This arrangement has obvious ad- 
vantages and offers the doctor in training experience in 
all phases of the patient’s illness, a direct knowledge of 
his family and background and of the social and eco- 
nomic problems involved. 

Many of the conflicts which sometimes arise in larger 
hospitals can be avoided in the small private hospital. 
The medical superintendent and the business adminis- 
trator have closer relationship and better understanding 
in this less complex organization; the personal selec- 
tion of employees in the small hospital also helps avoid 
difficulties. 


Advantages in Flexibility of Program 


Perhaps the most rewarding part of the work of the 
administrator in the private mental hospital is the rela- 
tive ease with which changes can be made in the treat- 
ment program and other phases of hospital activity. 
There is a flexibility which permits the individual pa- 
tient to be treated according to his personal needs at the 
time. The transition from the individualized environ- 
ment and prescribed attitudes can be graduated accord- 
ing to the returning ability of the patient to re-enter the 
world of reality. 

It is the personalized treatment of the patient and the 
flexibility of the environmental arrangements which add 
interest as well as satisfactions to the work of the private 
hospital administrator. More than in the larger public 
hospital, the administrator-psychiatrist is in close touch 
with all phases of hospital administration, patient care 
and community activities. The closer relationship and 
broader responsibilities makes him in some respect, a 
“general practitioner in psychiatry.’”” Those who have 
tried it find this a role which is hard to equal. 








A TYPE OF THERAPEUTIC COMMUNITY 


Its Principles, Methods and Applications 


(Part Il) 


By JOHN A. KOLTES, M.D. Clinical Director, Eastern Pennsylvania Psychiatric Institute, Philadelphia 
and MAXWELL JONES, M.D., Director, Social Rehabilitation Unit, Belmont Hospital, England. 


lt I US CONSIDER the principles 
underlying the concept of com- 
munity living in a hospital and the 
role that such activity plays in the 
emotional economy of the patients. 
The Social Rehabilitation Unit at Bel- 
mont Hospital as it currently exists is 
the product of several years of de- 
velopment, growth and change. It 
started as a result of the idea that 
patients have a therapeutic potential 
of their own and that they can 
communicate this to other patients. 
Living together is thought to have 
valuable significance to the patient, 
particularly that group of patients 
who suffer from character disorders. 
Considerable stress is given to the im- 
portance of the community, 

The concept of a community is 
stressed in order to give patients a 
fixed object with which to identify. 
Patients are encouraged to take pride 
in the unit, to protect its name and 
reputation by behaving in a manner 
which justifies it. To this extent a 
certain amount of exhortation is used 
by the staff since preservation of the 
unit is considered to be of supreme 
importance. Patients who aggressive- 
ly attack the unit or repeatedly at- 
tempt to destroy it are not considered 
suitable to continue treatment. 

Patients suffering from character 
disorders seem to lack the capacity to 
empathize. This can be helped by 
the forces which operate in a thera- 
peutic community. Such a group in- 
creases the sense of social conscious- 
ness, offers patients certain pro- 
tection and an opportunity to develop 
a sense of pride in something. In 
addition, community living as an 


entity, compared with hospital life, 
where all of the patients live together 
but share only the common goal of 
regaining their health, provides an 
opportunity for the patients to dis- 
cuss the reaction of other patients and 
themselves to each other. Pride in 
the unit produces positive transference 
to it and reduces intense transference 
reactions to individual staff members. 
It is thought that the transference to 
the unit has a more lasting and a more 
objective benefit for the patients than 
that which would be developed 
toward individual staff members. A 
positive transference to the unit is 
beneficial even after discharge since 
the people treated have so few positive 
feelings to anyone or anything. Fur- 
ther change in the transference can be 
effected by attending the Ex-Patients 
Club following discharge. 
Counter-transference feelings have 
been brought into the picture as much 
as positive transference feelings. Pa- 
tients as well as staff members recog- 
nize them and discuss them in the 
main community and doctor group 
meetings. The staff are free to verbal- 
ize their own anxieties pertaining to 
the patients’ activities if those ac- 
tivities are destructive to unit morale. 


Dispersed Authority 


The attitude taken by the staff 
toward the problem of authority is 
important. Authority as an entity is 
treated with as much understanding 
and examination as possible. No one 
assumes a role of authority to the ex- 
clusion of all others. Authority is 
both actively and latently vested in 
the staff by reason of their train- 








This is the second and final part of an article on one type of therapeutic 
community The first part—the introduction and operation of the Social Re- 
habilitation Unit at Belmont Hospital, England, appeared in the March issue 
of MENTAL HOSPITALS. Dr. Koltes, the co-author, spent several months 


working with Dr. Jones at the S.R.U. 











ing but it is not used to force submis 
sion. It is used rather as a construc 
tive and protective force, for example, 
in the community activities where 
the staff refer to the community 
problems that they, themselves, have 
the authority to solve but which they 
delegate to the group. In this way 
authority is dispersed throughout the 
entire community and can be used by 
the patients as an experience in which 
they grow and gain strength. 


To illustrate the effects of dispers 
ing authority consider the case of the 
patient who has repeatedly started 
fires and destroyed property within 
the hospital. The staff have the 
power to immediately discharge such 
a patient from the hospital as a de. 
structive influence on the community. 
This is not done, however, since they 
do not place themselves in this role 
with the patient group. Instead, they 
refer the problem to the group for 
discussion. This automatically stimv- 
lates considerable discussion and a 
feeling of responsibility among the 
community members. Some patients 
identify with the patient who has 
caused the difficulty, others attack 
him, denying their wishes and pro 
jecting them on to the patient. Others, 
often those who have been in the 
unit for some time, take a more real- 
istic attitude about the situation and 
accept the responsibility of the de 
cision either to help the patient work 
through his problem or recommend 
discharge. Thus the staff have helped 
the patient group to assume responsi- 
bility for problems similar to those 
which they encounter in ordinary life. 


Should a solution not develop be- 
cause of a stalemate among the patient 
group, the staff have reserved the right 
to act in the best interest of the com- 
munity. This they always do regard- 
less of the nature of the situation. 
The patients soon come to learn that 
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the sta'f will always do anything with- 
in their power to protect the best in- 
terests of the total community and will 
not permit any harm to come to it that 
they cn prevent. 

This protective aspect of staff 
authority is also used when the group 
bogs down in a depression. This is 
seen when the life of the unit is 
threatened by some outside forces, as 
for example, when higher authority 
threatens to discontinue support of 
the unit. Under such circumstances 
the unit becomes depressed. At this 
time the staff assumes more authority 
in order to improve the spirit of the 
group, much like a parent supports 
a child when he feels threatened. 

The group also demonstrates guilt 
under certain circumstances. When 
an aggressive patient damages the rep- 
utation of the unit among the other 
hospital personnel or in the city, the 
group feels guilty about these actions 
and will frequently attack the offender 
verbally. They may also attack the 
staff, feeling that the staff has some- 
how permitted this action to occur. 


Feed-back and Communication 


The staff believes that all members 
of the group, staff and patients alike, 
must be individually subservient to 
the needs of the total group. Group 
cohesiveness, group strength, and 
group morale are necessary ingredi- 
ents in developing a healthy, realistic 
environment. To achieve this milieu 
the staff has encouraged active partic- 


ipation by all members in the group 


therapy meetings. In addition they 
have avoided privileged communica- 
tions, reporting in the group meetings 
material learned in individual psycho- 
therapeutic meetings. Furthermore, 
the staff encourages patients to re- 
port their observations and experi- 
ences with each other believing that 
patients will benefit from this. This 
technique the staff calls feed-back. 
Patients learn to overcome their 
initial reluctance to “tell tales” and 
accept the concept that group feelings 
are as important as individual feel- 
ings; by feeding back information to 
the community a patient learns that 
he is offering a service both to another 
patient and to the group. For ex- 
ample, a patient may have learned 
that another patient plans to elope 
from the hospital. The patient re- 
ports (feeds-back) this information to 

















the group. This information is then 
discussed by the entire group, why 
the patient wishes to leave, how it 
would affect the group, and why he 
had been unable to discuss this with 
the group on his own volition. 


It is essential that communications 
remain open and as free as possible. 
A great deal of information can be 
gained from understanding the full 
content of a patient’s communication. 
His verbal productions are subject to 
analysis and interpretation. His non- 
verbal communications within the 
group are also interpreted. These in- 
clude gestures, tones of voice, periods 
of silence, mannerisms, glances and so 
forth. The primary stream of verbal 
communication lies between patients 
and staff, and secondarily between pa- 
tients and patients and staff and staff. 
One might consider that a_ fixed 
amount of communication exists and 
that the staff fosters as much healthy, 
positive communication as possible. 
A balance exists between positive and 
negative (hostile) communication, 
there always being some of both in 
every individual and every group. 
When the group is functioning well, 
there is more positive than negative 
communication. The reverse is true 
when things are not well. A state of 
equilibrium exists between the staff 
and the patients when the patient 
group responds to treatment offered 
by the staff. Some change in either 
conscious or unconscious forces may 
considerably alter this balance and 
increase the amount of hostility in 
either group. All types and levels of 
communication are encouraged by the 
staff. This is the most effective means 
of treatment, and refusal to communi- 
cate with the group in a positive way 
over an extended period of time usu- 
ally means that the patient is not do- 
ing well in treatment. The patient is 
invited into treatment by encouraging 
him to verbalize his feelings and to 
participate in the group activities. 


“Pairing Off” 


Patients are helped most when they 
are able to participate actively in the 
life of the community, especially in 
the group psychotherapy meetings. 
When one or more patients becomes 
resentful or dissatisfied they often sep- 
arate from the group and refuse to par- 
ticipate. Two or more patients discuss- 








ing their problems alone and refus- 
ing to discuss them with the whole 
community is called “pairing off” by 
the staff and is considered as a hostile 
act requiring understanding by the 
group. The concept of pairing off 
is limited to those instances where 
hostility to the group is the motivat- 
ing force. Patients may attempt to 
pair off with one of the social thera- 
pists against the remainder of the 
group. Acting out of this sort is in- 
terpreted to the patient in the group 
meeting and to the social therapist 
in the staff meeting. Patients who 
establish individual relationships on 
a friendly basis are in no way dis- 
couraged, since this is considered 
healthy growth. 


Multi-level Interpretation 

Of particular interest in the gen- 
eral problem of communication is the 
question of multi-level interpretation. 
Group therapy is unique in this ex- 
perience. It does not occur in one- 
to-one relationships. Since full dis- 
cussions of any and all matters is 
asked for, free interpretations of the 
conscious and unconscious feelings, 
ideas, behavior and emotions of oth- 
ers, including the staff, are made. 
This means that patients often free 
associate to the ideas put forth and 
make very direct interpretation of 
these ideas. Direct interpretations are 
not prevented by the staff. The pa- 
tients seem to have an intuitive under- 
standing of each other’s problems and 
interpretations from them are often 
better accepted and better integrated 
than similar ones from a staff mem- 
ber. Multi-level interpretations are 
perhaps time-saving since they often 
get to the core of a problem very 
early. For example, a patient describ- 
ing his problem to the group for the 
first time may be offered exacting in- 
terpretations of the unconscious forces 
operating within him. Such direct 
analysis would be most uncommon in 
a one-to-one relationship but in a 
community it occurs frequently and 
apparently with some success. 


Application of Principles 


The principles of community meth- 
ods of treatment are to some extent 
applicable to the treatment of all pa- 
tients in mental hospitals. It is in 
part a philosophy of treatment, a kind 
of management, an attitude as well 





as a method of treatment. One might 
speculate on the areas of psychiatry in 
which this approach is applicable. 

Community methods stress the im- 
portance of the patient from the point 
of view of his ability to make contri- 
butions to the treatment of other pa- 
tients. In addition, this method also 
concerns itself with that part of the 
day in the hospital when the patient 
is not actually engaged in some form 
of activity, psychotherapeutic hour, a 
morning in occupational therapy or 
the insulin unit, or receiving an elec- 
troshock treatment. As Stanton and 
Schwartz have pointed out, “the other 
twenty-three hours” may be the most 
helpful or the most destructive part 
of the patient’s total hospital experi- 
ence. We ask for a holistic approach 
to the patient, for recognition of him 
as a person, and for the understanding 
of his symptomatology in relation to 
his personality development and his 
environmental situation. 

The application of these principles 
may be found, for example, in the 
construction of new hospitals and in 
the remodeling of old ones. So often 
the older hospital was built during 
an era when there was considerable 
pessimism about mental illness; the 
buildings have an atmosphere of huge- 
ness, internal security and custodial 
care. Patients are often confined be- 
hind grilled windows and in high 
walled “exercise yards.” It takes cour- 
age and foresight to make changes and 
progress is often very slow. Pioneers 
like Rees, Bell and Freudenberg in 
England should be given great credit 
for their willingness to share their 
authority and alter their hospital de- 
signs and programs in favor of more 
patient participation. 

Day centers, therapeutic clubs and 
night hostels are possible develop- 
ments, using community methods of 
treatment. Such units functioning 
with a mental hospital may be able 
to take a considerable number of 
patients who would otherwise require 
twenty-four hour care. 

We would raise the question 
whether or not every mental hospital 
ought to have a rehabilitation pro- 
gram where patients recovering from 
a major mental illness, who are im- 
proved but are not yet well enough 
to go home, might be treated. Help 
with job placement, family problems 
and readjustment to the environment 


could be worked out during this 
period. In the hospital organization 
one must be careful to make the re- 
habilitation unit an integral part of 
the hospital and not an elite group 
with special privileges or other par- 
ticular characteristics that would tend 
to isolate it from the remainder of 
the hospital. Isolation develops ill 
feelings among other patients and can 
cause serious disruptions in staff 
harmony. 


Selection of Patients 


Who should be treated in this type 
of therapeutic community? Do the 
patients have to be of a certain group? 
Are there some who would be harmed 
by this type of treatment? As the 
community at Belmont Hospital has 
evolved it has been found that pa- 
tients suffering from overt mental ill- 
ness and certain neuroses, particularly 
the obsessive-compulsive neuroses, do 
not do well and may be made worse 
when treated together with a group 
of patients with character disorders. 
It is quite possible that one could op- 
erate a unit for the treatment of 
emotional disorders other than char- 
acter disturbances. Even patients 
with overt mental illness could be 
considered for community treatment. 
If the type of patient is different from 
those at Belmont it would probably 
be necessary to make major changes 
in the psychotherapeutic techniques 
of the staff, but not in the underlying 
principle of delegating authority to 
the patient and of encouraging ma- 
turity through socialization. 


Research and Future Development 


Within the unit there has always 
been an effort to understand both in- 
dividual and group dynamics, to try 
out new methods and to test new hy- 
potheses. Answers are constantly 
sought to such questions as “What 
good does it do to treat patients by 
this method? What type of patients 
are best suited for this type of treat- 
ment? How does treatment of this sort 
for the psychopath compare with oth- 
er methods of management? What role 
does the family play in the origin of 
the illness? What role does the en- 
vironment play? What are the dy- 
namics of psychopathy? How can 
they be better understood? How can 
they be better treated? Can some pa- 
tients benefit from community meth- 


ll 


ods without actively engaging in the 
activities of the program? Is there aq 
community personality? a community 
unconscious? How can we best treat 
the patient who refuses to cooperate? 
Why do some refuse treatment and 
others not?” 


One might consider the application 
of certain unit techniques to prison 
groups and to chronic hospital popu. 
lations, in a comparative study of the 
effectiveness of this method with the 
existing methods. Further family 
studies are also indicated wherein in 
vestigations are made beyond the 
limit of the immediate hospital set- 
ting, involving the influence of the 
family on the patient and the influ 
ence of the patient’s illness on the 
family. 

What other potentialities do similar 
community methods have? At the 
present time there are not enough 
psychiatrists to treat adequately the 
mental hospital population. One 
possible solution to this problem is 
a planned community wherein pa 
tients live in normal homes under 
the combined supervision of the 
homeowner and a medical staff in 
charge of the area. 

A school of social psychiatry for the 
training of physicians and of those in 
the social sciences is another develop- 
ment. Herein the principles of social 
psychiatry may be taught. It is our 
feeling that psychiatry is going to 
enter a new era where dynamic prin- 
ciples learned in one-to-one relation- 
ships will be applied to the treatment 
of groups of patients. 

It is for us to find the more effective 
way, and when one thing does not 
work, to try another. Incurability isa 
relative matter, especially in psychia- 
try. There are few patients who do not 
respond to kindness—some may take 
longer than others. The help of more 
responsive patients can be mobilized 
for those less ready to respond. All of 
the work does not have to be done by 
the staff. They need only guide the 
treatment and check the pace. Often 
the patient will help himself. 

Psychiatry can meet the challenge 
of mental illness by ingenious and 
forthright treatment methods. By 
giving the patient the attention he 
deserves, the surroundings he needs, 
and the help he asks for, the biggest 
part of the job is done. 
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THE CRIMINALLY INSANE- 
Our Neglected Responsibility 


By ADDISON M. DUVAL, M. D., Assistant Superintendent, 


Saint Elizabeths Hospital, Washington, D. C. 


HE mentally ill criminal usually 

receives the least therapeutic at- 
tention—both by the community and 
the mental hospital—of any of the 
mentally ill. In some states such indi- 
viduals are considered as second-rate 
citizens who do not warrant first-rate 
treatment. 


Seldom is enough attention given to 
the detection of mental illness in a 
person charged with or convicted of 
crime, with the result that prison pop- 
ulations contain many undetected 
mentally ill persons who could pos- 
sibly have been successfully treated 
at an earlier period. In such cases 
chronic mental disability often results 
and the state pays the cost of long- 
term hospital care for people who by 
then have lost most of their chances 
of recovery. 

It is a common judgment of lay- 
men that the criminally insane* are 
very dangerous individuals who 
should be confined for an indefinite 
period either in prison or in the 
prison section of a mental hospital. 
The administration of some mental 
hospitals reflects this community view 
with the results that such patients are 
kept in a rigid prison-type environ- 
ment with little therapeutic attention 
and very little hope of eventual im- 
provement or recovery. 

Frequently such patients will under- 
stand the hopelessness of their plight 
and will in desperation make an at- 
tempt to escape. This results in a 
worsening of the problem. The com- 
munity concludes that more rigid 
security is indicated and the hospital 
becomes even more suppressive than 
before. Thus the vicious cycle is 
established. At this stage the situ- 
ation is pretty hopeless and only 
drastic action in the form of a crusade 


* The term criminally insane usually 
refers to individuals either charged 
with or convicted of crime who are 
thought to be psychotic. 
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by state, community or hospital lead- 
ers can eventually bring hope to these 
forgotten patients. 

In the past ten years, most of our 
public mental hospitals have shown 
some general improvement. This 
has been possible because of improved 
budget allowances which permit more 
staff and better facilities, and because 
of the development of new treatment 
techniques, such as group therapy, the 
tranquilizing drugs and therapeutic 
community concept. Our greatest 
handicap to further improvement is 
the critical shortage of trained hos- 
pital personnel in all categories. 
Hospitals are competing with each 
other for the available trained people. 
The only apparent answer to the 
problem is to raise salaries to the 
point where young people will be at- 
tracted to this important field. 


Accidental Criminals 


Even though mental hospitals in 
general have improved, little atten- 
tion has yet been given to the de- 
plorable condition of the criminally 
insane. This lag is understandable in 
view of what I have already said 
about second-rate citizens, but are 
these people all second-rate citizens? 
Our studies at Saint Elizabeths Hos- 
pital do not so indicate. We find that 
in a large percentage of patients ad- 
mitted under charges of crime or con- 
victed of crime, the criminal behavior 
is directly due to mental illness or 
mental defect (using the new Dur- 
ham rule concept) and not because 
the individual was criminal in his bas- 
ic character. In truth, then, many of 
these individuals are accidental crimi- 
nals whose behavior is but an un- 
fortunate part of their total mental 
illness. In many instances the crimi- 
nal behavior was their first offense and 
may never be repeated. One is en- 
titled to question why such patients 
should be retained under rigid prison- 
like security in the mental hospital 


for an indefinite period of time just 
because at one time they showed such 
behavior as a part of their acute 
mental illness. For patients with con- 
tinuing dangerous tendencies, security 
measures should, of course, be ex- 
tended. 


In some states a patient committed 
as criminally insane can never be 
transferred to a hospital for civil pa 
tients, no matter what the resulting 
therapeutic benefits or how safe the 
move might be. This outmoded re- 
quirement results in many senile and 
bedridden patients having to remain 
indefinitely in security wards under 
rigid authority. This is further com- 
plicated by the fact that some of the 
state hospitals for the criminally in- 
sane were intentionally built in geo- 
graphically isolated areas and visits of 
relatives and friends are thus made 
more difficult and time-consuming. 
This encourages the relatives to forget 
the patient and lose personal interest 
in him. . Many such patients have not 
been visited by friends or relatives for 
years on end. 

Because of these and other compli- 
cations related to the criminally in- 
sane, the easiest and simplest way of 
dealing with them is to lock them up 
securely and forget them. This is 
literally what some mental hospital 
administrators are doing. Some have 
built barred prison cells in their hos- 
pitals, where patients are locked in 
at the will of the attendant or the 
guard, who obviously feels more se 
cure with patients in cells where “they 
can’t hurt anybody.” In visiting one 
such cell block of many patients, I was 
told that they tried to get the patients 
out of the individual cells for 15 min- 
utes each day so they could exercise by 
walking up and down in front of the 
cells. The physician told me he visited 
the unit at least once a week. One el- 
derly patient was said to have been in 
this cell block for a year, but when 
asked, the guard had forgotten what 
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the infraction of rules had been and 
no record had been kept! 

In another hospital building which 
I visited, a guard with a rifle across 
his knees sat in the entrance doorway. 
At intervals, after locking the outer 
doors, he patrolled the periphery of 
the building. In still another hospital 
which I entered with the superintend- 
ent, even he was carefully searched by 
the security guard before being al- 
lowed to enter the building. 

These experiences are reported 
here, not as sensationalism, but be- 
cause these deplorable conditions are 
not generally known even by many of 
my fellow psychiatrists. 

There is, however, some hope for 
improvement in this general situation 
in the future. Some very good pro- 
grams are developing in several states 
at the present time; others are in the 
process of consideration and study. 
As progress is made, more and more 
attention will no doubt be given to 
the problem by those hospitals with 
no treatment programs and eventual 
improvement should follow. 

But what are the principles which 
should guide us in setting up proper 
facilities and treatment programs for 
this group of patients, and how can 
some success be assured? 

A successsful treatment program for 
the criminally insane should include 
the following elements: 


. Enlightened attitude 

. Proper facilities 

. Adequate staff in quantity and 
quality 

4. Community education 

5. Continued growth through ex- 

perience. 


oonr- 


Enlightened Attitude 


Any new and dynamic treatment 
program must have its roots in the 
enlightened attitude of the medical 
director and his assistants. Without 
the firm support of the hospital super- 
intendent, the new program is 
doomed to failure from the start. 
Preferably, the medical director 
should have had some experience in a 
successful, modern treatment program 
so that he will be able to anticipate 
the trouble spots and feel secure in 
the solution of difficult problems as 
they arise—for arise they will! Some 
helpful experience may be gained by 
working in an ongoing successful pro- 





gram even for a month or two. Such 
an experience quickly shows the value 
of the newer approaches to the re- 
habilitation of the criminally insane, 
including patient participation in 
therapy, patient self-government, the 
development of social responsibility 
in the patient, and especially the ad- 
vantage of hospital climate over 
prison climate as an aid to the men- 
tally sick prisoner. 


Proper Facilities 

Clothes never make a lady, and a 
hospital cannot be measured by the 
size of its buildings; but the clothes 
and the buildings do serve a useful 
purpose in both instances. Because of 
lack of space here, the details relating 
to proper facilities for treatment of 
the criminal insane will be reserved 
for a separate communication. How- 
ever, both the patient and the com- 
munity are entitled to proper security 
against escape of the patient. For this 
reason any maximum security unit 
of the mental hospital must have ex- 
cellent peripheral security and the 
unit must be essentially self-contained 
with regard to food services, medical 
services and activity programs. Within 
such a secure periphery a relaxed pro- 
gram can be operated quite success- 
fully. The program can be similar to 
the best of those operated for civil pa- 
tients. Where legally permissible, 
provisions should be made for this 
security unit to serve both prisoner 
and civil patients who need the se- 
curity protection. It is also beneficial 
to have an arrangement where pa- 
tients of both categories may also be 
treated together in the units primarily 
for civil patients if special security is 
not necessary. In our experience such 
a plan has been quite successful. 
Where a state has a separate security 
hospital, arrangement for inter-hos- 
pital transfers of both civil and crimi- 
nal insane is advisable. 


Adequate Staff 


One cannot emphasize too strongly 
the advantages of a well-trained and 
adequate staff. But rarely can such 
complete staff be employed, for they 
are not usually available. Relief for 
this shortage lies in our ability to 
educate and train our own staff from 
those presently employed or from re- 
cruits. Some of the “old guard,” who 


were really guards in the true sense in 
the antiquated prison-type programs 
of some hospitals, may not be able to 
make the shift in attitude which is 
required before they can operate as 
psychiatric attendants in the therapeu- 
tic climate of the new program. 
Some times we can obtain aides from 
the civil wards and potentially good 
new attendants without experience 
can be recruited from the community 
and then trained. 

In all instances improvement chang- 
es must be carefully explained to ward 
personnel in particular, for otherwise 
they will develop so much anxiety and 
insecurity that the program will be 
sabotaged before it has a chance to get 
started. Without his outmoded rigid 
authoritarian attitude to rely on, the 
attendant is helpless until he gains 
new personality supports which come 
only with insight and understanding. 
Psychological preparation of | staff 
should begin some time before the 
new program starts and continue in- 
definitely as an in-service educational 
program. 


Community Education 


The development of new programs 
for treatment of the criminally insane 
depends largely on community under- 
standing for its ultimate success. 
Community education is thus a need 
of the first order. Before an en- 
lightened and dynamic treatment pro- 
gram is begun the community should 
be notified and the reason for the 
changes should be explained in clear 
and concise language for all to under- 
stand. These explanations should in- 
clude the advantages and disadvan- 
tages to the patient and to the com- 
munity, the potential improvement in 
rehabilitation rates, the effect on costs 
of the hospital, the change from 
custodial to treatment programs. 
Especially should the community un- 
derstand the importance of the cal- 
culated risks which must be taken if 
these patients are to be successfully 
treated. Without firm community 
support, the hospital superintendent 
may not be able to withstand possible 
later community pressure for a more 
secure lock-up when some patient 
escapes, as most surely he will if one 
runs a hospital rather than a prison. 
With good community support the 
new treatment program can be suc- 
cessful even if it does not have all 
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the other ingredients mentioned. 
Without it, little success can be pre- 
dicted. 


Continued Growth Through 
Experience 
Little by little the new treatment 
program will grow. Education and 
planning and trial are repeated over 
and over. As the staff and the pa- 
tients absorb and digest the deeper 
meanings of the changes which are 
taking place there comes new con- 


Our present treatment program at 
Saint Elizabeths, which is said by 
others to be among the best in the 
country, has been devised very gradu- 
ally over a period of ten years. By 
some this would seem much too slow 
but there is great danger in too rapid 
change. It is much better to build 
improvement carefully and _ solidly, 
stone on stone, for only in this way 
are the mores of the hospital and the 
community established on a perma- 
nent basis of understanding. 


pitals to date, but these are beginning 
to be needed quite badly as new treat- 
ment programs are planned or estab. 
lished. The experience of those who 
have developed successful programs 
will be of great help in developing 
such standards. 

In my opinion, our one greatest and 
most pressing immediate need is an 
awakening of interest on the part of 
all psychiatrists—and most particular. 
ly those serving in public mental hos 
pitals—in the plight of some thirty 





fidence and new-found securities take 
the place of the old. We are sur- 
prised by our successes and we take 
courage to try more new plans. 


Standards Badly Needed 


‘The A.P.A. has established no stand- 
ards for security units of mental hos- 


thousand patients in our public men- 
tal hospitals who make up the crim- 
inally insane—our neglected respon- 
sibility. 





WHAT'S IN A TRADE NAME? 


HARMACEUTICALS have once more become fash- 
ionable in psychiatry. The hospital drug room, once 
a quiet storage place for cathartics, sedatives and anti- 
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by Dr. Whatsisname 


biotics, is a beehive of activity. Detail men used to talk 
about the tonic value of strychnine elixirs, or the non- 
purgative effects of mild cathartics. They now discourse 
learnedly about sedation at the thalamic level versus 
sedation at the cortical level—except in cases where the 
effect is mesencephalic, of course. Hospital officials find 
themselves in the cross-fire of the battle of the brand 
names. You are urged to buy one kind of reserpine and 
not another, because one is the original, or the other is 
the purest; one kind of meprobamate rather than its twin, 
because one has handier packaging; or to identify tetra- 
cycline by a trade name and thus anticipate certain mystic 
virtues, unknown in competing brands that otherwise 
meet USP or NF criteria. 

Only his analyst knows why a physician develops a 
fondness for a particular brand. Maybe he unconsciously 
identifies the detail man with his father (or maybe it 
was the competing detail man who was father-identified). 
Perhaps he likes the advertising brochure, or perhaps this 
was the one company that did not drown him with bro- 
chures, and he became devoted to them out of gratitude. 

In private practice, the doctor can insist on a brand 
name. Sometimes it’s the patient who demands a certain 
brand, having read of it in advertisements. To be sure, 
the drug may cost the patient more under one designa- 
tion than under another. But that’s between the doctor 
and his conscience. In the public hospital, however, the 
patient seldom pays, item by item, for drugs; the cost 
comes out of tax funds. This may put the administrator 
on the horns of a dilemma. He might say: “No matter 
what trade name you use on your Rx, the patient will 
get its pharmacologic equivalent in any reliable brand 
we have in stock”. This may lead to the complaint that 
the administration is seeking to curtail professional free- 
dom. If the pharmacologic identity is an established fact, 
however, and if the manufacturer is a reliable one, the 
complaint would seem to have little merit. Whimsy is 
an expensive luxury at today’s prices. 
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No. 6D in a Series on Mental Hospital Administration 


THE TRAINING OF PSYCHOLOGISTS IN 
MENTAL HOSPITALS 


By S. T. GINSBERG, M.D., Chief, Psychiatry Division 
and H. MAX HOUTCHENS, Ph.D., Chief, Clinical Psychology Division 
Veterans Administration, Washington, D. C. 


OQ OF THE most widely used patterns in the training 
of psychologists has been that which was adopted by 
the Veterans Administration, several states, and now by 
private industry and in other settings. In the hospital 
field this requires an affiliation between the hospital or 
clinic providing the clinical training and the university. 
The university selects the students for graduate training 
and these selected students are then recommended to the 
hospital for what amounts to a part-time appointment 
as a junior staff member. The trainee thus gains experi- 
ence while serving under the joint supervision of respon- 
sible university staff and the full-time qualified medical 
and psychological staff of the hospital. This allows the 
trainee to apply knowledge and skills at whatever level 
is consistent with his academic status, so that by the time 
he obtains his Ph. D. he has acquired clinical experience 
as well as academic training. 

One great advantage to this type of training program 
is that the trainee not only becomes familiar with 
clinical problems in the initial phases of his training 
but performs duties that would otherwise require staff 
technicians. The psychological services of the hospital 
are consequently fulfilled by professional and pre-pro- 
fessional people without the need of delegating respon- 
sibilities to sub-professional personnel. Another attribute 
of this training plan is its safeguard against the entrench- 
ment of a static technician level group, unable to keep 
up with a fast-growing, changing field of professional 
activity. 

In order that graduate training in professional psy- 
chology can safely follow this principle of “training in 
service” on a part-time basis, at the same time meeting the 
universities’ requirements of core curriculum and origi- 
nal research, the Education and Training Board of the 
American Psychological Association has been established 
as the official body for approving various training pro- 
grams at both university and hospital level. Certain 
minimum requirements are established relative to physi- 
cal facilities, staffing patterns and relationships, in addi- 
tion to sequential needs and opportunities for basic 
experience. 


Training Should Give Broad Experience 


It should be borne in mind that in the training of 
professional psychologists most universities will require 
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the type of affiliation which will allow for broad rather 
than narrowly concentrated experience. The field of 


psychology, even in clinical settings, has had such } 


phenomenal growth that the trainee must obtain suf- 
ficiently broad background to make it possible for him 
to satisfy administrators and other professional workers, 
not only upon completion of his training, but five, ten 
and twenty years hence. The past ten years, for example, 
have seen several shifts in emphasis. Initially, psycholo- 
gists in mental hospitals devoted the bulk of their time 
to psycho-diagnostic testing. Then as more psychologists 
were trained, and better trained, there was a greater 
interest and more training in individual and group 
psychotherapy under suitable supervision. Currently the 
emphasis is shifting to what broadly may be called milieu 
therapy or “therapeutic community” activities. More and 
more of the psychologist’s time is being devoted to the 
application of psychological methods to teaching, thus 
assisting the in-service hospital programs; and to improv- 
ing the diversified activity programs which provide 
round-the-clock therapeutic atmosphere. Increasing use 
is being made of social psychology and group dynamics, 
with increased work in personnel areas, i.e., utilizing 
psychological evaluations in employee selection; employee 
placement and utilization; employee training; and em- 
ployee relations. 


Assessing the Trends 


Against this background of changing function, the 
question naturally arises as to what types of training 
experience should be increased, reduced, or eliminated. 
To a degree this is automatically taken care of by the 
fact that trainees function as junior staff members; as staff 
activities change, trainee experiences likewise change. 
But this does not entirely answer the question, because 
some important components might be eliminated. For 
example, observing the trend from individual to group 
activities, and from direct work with patients to indirect 
work with employee and team-organizational problems, 
one might predict that at some distant day psychologists’ 
activities would be largely of a group and indirect nature 
and that consequently trainees would need less experi- 
ence in, for instance, individual psycho-diagnostic testing. 
Even if one took this prediction as substantially true, it 
would not necessarily justify dropping individual experi- 
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ences in training. Regardless of the eventual functions 
and activities of staff psychologists, certain elements 
should be considered essential in training. One of these 
is intesive, supervised, personal experience, under con- 
ditions of responsibility in (1) the evaluation, and (2) 
the modification of behavior, of individual human 
beings. Whether the “evaluation” is in terms of psycho- 
diagnostic testing, personality evaluation, interviewing 
or vocational analysis, and whether “modification” is in 
terms of psychotherapy (under supervision), personal 
counseling, or re-educative procedures, is less important 
than the fact that it is done under conditions where the 
trainee assumes and feels responsibility for what he does 
and to the individuals whom he serves. 


Emphasis on Research Experience 


In view of the above, it is essential that the research 
function be given due emphasis in training, in order that 
this vital contribution from psychology can be maintained 
with increasing efficiency. The trainee must be given 
opportunities to participate and collaborate with experi- 
enced research persons in clinical as well as academic 





settings, so that he becomes thoroughly indoctrinated 
with research as an integral part of his professional arma- 
mentarium. This type of research training is most likely 
to turn out the type of individual who will feel the 
continuous responsibility of adding to the basic knowl- 
edge of the field irrespective of what his future pro- 
fessional assignment may be. 


A Variety of Specialists Needed 


A good psychology department in the modern mental 
hospital has a variety of specialists in order that psy- 
chological services can be adequately integrated to serve 
total hospital needs as well as to give trainees the broad- 
est possible experiences. This relatively new profession 
will continue to grow and change. Problems regarding 
its role, its relationships to psychiatry and to the other 
branches of medicine may flare up occasionally but its 
potentialities, limitations and optimal utilization will be 
explored continuously. The medical profession observes 
this development with great interest and finds this of vital 
importance in the interest of improving treatment and 
patient care. 








Book Review 


By ERNEST M. GRUENBERG, M.D. 


HUMAN PROBLEMS OF A STATE MENTAL HOSPITAL, by Ivan Belknap, Ph.D. Pub- 
lisher McGraw Hill Book Company, Inc., The Blakiston Division, 1956. xvi +- 277 


pp, Price $5.50. 


Regarding the disciplinary use of 
electric shock treatments, this book 
states: “To an observer who had been 
on the ward during the week it would 
be clear that two or three patients 
were on the [electroshock] list be- 
cause they had responded with normal 
resentment to actual ill-treatment by 
an attendant or another patient, or 
because they had objected to the hos- 
pital food by refusing to eat it.” 
(p. 198). 

An associate professor of sociology 
has studied some of our mental hos- 
pitals and this is what he found. The 
sentence quoted above is from the 
description of ward organization and 
the status systems in chapters 8-10, 
much the most valuable part of the 
book. The hierarchical structure of 
patients and attendants, the sources 
of attendant power over other attend- 
ants, the use of seclusion, transfer, 
electroshock and loss of privilege as 
means of asserting attendant power 
over patients are described well and 
instructively. That the system of au- 
thority and coercion described really 
does exist as a system, or that electro- 





shock treatments are given for in- 
subordination is not demonstrated by 
citation of concrete episodes, or ob- 
jective data on attendant or patient 
attitudes or behavior. It is a descrip- 
tion by a thoughtful man of what 
appeared to him to be a pattern 
of practices and power relationships 
after careful observation and serious 
effort to understand. Do these social 
systems actually occur in our mental 
hospital wards? The reader will have 
to judge for himself, from his own ex- 
perience and from Dr. Belknap’s 
descriptions of methods and findings. 
“A Rising Wind” 

Ivan Belknap’s book brings a breath 
of fresh air to the examination of the 
current crisis of the mental hospitals. 
Some, like Dr. Alfred Paul Bay, Di- 
rector of Topeka State Hospital (who 
provides a foreword), -will say, “the 
refreshing insights which he brings 
with him, he has my gratitude.” 
Others, with a reaction similar to that 
of the three little pigs, will view with 
fear and alarm and counter-attack 
what they will see as one of the first 


breaths of air from the huffing and 
puffing of a big bad wolf intent on 
destroying their solidly constructed 
house. 

Your reviewer sees this book as 
a breath of air which represents one 
current of a rising wind which is be- 
ginning to shake the foundations of 
our past methods of organizing and 
rendering care to those who become 
mentally ill. The wind arises from 
many sources, not least the wisdom 
and experimentation of leading 
mental hospital staffs and directors. 
Far from being a big bad wolf, Ivan 
Belknap is only one of many people 
who have begun to re-examine the 
social role and inner workings of our 
mental hospitals. 

The book essays an “exploratory 
case study” of an anonymous state 
hospital in the Southwest. “It is not 
intended as a strictly scientific analy- 
sis, but rather as an attempt to out- 
line and describe a system of social 
relationships about which many more 
rigorous studies need to be made.” 
It can be appraised in terms of the 
social relationships it chooses to de- 
scribe, the quality of the description, 
and in terms of the direction for 
change the twenty pages of “conclu- 
sions” point to. 





Belknap spends twenty pages on the 
social role of the mental hospital in 
the United States and particularly in 
the state where the study was located. 
He points to the cycles of reform and 
deterioration. He points out that 
surveys, in periods of reform, have 
repeatedly led to the same recom- 
mendations: more personnel and in- 
creased facilities. Action on these 
recommendations has not succeeded in 
preventing a recurrence of scandal 
and crisis. He emphasizes that the 
social role of the mental hospital is 
dominated by problems of human 
misbehavior and problems of chronic 
physical illness in the aged. On 
Page 35 he says that many problems 
of the mental hospital arise because 
programs define care for the 
mentally ill as a problem of intra- 
mural work in state institutions. 

Chapters 4-11 (166 pages) contain 
the description of the inside organiza- 
tion of the hospital. He divides the 
people in the hospital into four “ad- 
ministrative levels:” I. The Execu- 
tive System; II. The Professional Sys- 
tem; III. The Attendants’ System; 
and IV. The Patients’ System. “Sys- 
tem” is used in a somewhat special 
meaning here, derived from Talcott 
Parsons’ “The Social System.” 


State 


Changing Role of Hospitals 


The conclusions emerge from the 
notion that “the attack on mental 
diseases came increasingly to be seen 
by advanced psychiatry as involving 
treatment in the community environ- 
ment of the patient, with hospitaliza- 
tion reduced to a phase rather than 
a center of treatment.” Hence, large, 
physically isolated hospitals with 
rigid hierarchical administrative 
structures and the absence of active 
local government boards of mental 
health are seen as defects in the social 
organization of the mental hospital 
system which will not be corrected by 
meeting the standards set by the 
American Psychiatric Association for 
mental hospitals. 

While agreeing with these conclu- 
sions, the reader can disagree with the 
evidence and line of reasoning which 
led Belknap to them. It is also 
necessary to point out that some other 
conclusions are not so acceptable and 
that they also do not flow from a 
careful analysis of the whole problem. 

What can we expect a sociologist to 
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contribute to our understanding of 
the mental hospital problem? 1 
would like a sociologist to help us see 
our institutions, our work and our 
professional selves as social phenome- 
na in a social context. I would ex- 
pect a sociologist to be more thorough- 
ly familiar with the forms of insti- 
tutional organizations related to 
mental health services than psychia- 
trists, to have a broader range of 
social comparisons to bring to bear 
on our understanding of the mental 
hospitals. While Belknap reveals fa- 
miliarity with the writings of a few 
social science theorists, particularly 
Parsons and Merton, he shows none 
with the vast literature on social medi- 
cine and with the variety of attempts 
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to organize mental hospitals in differ- 
ent ways. If he knew more of the 
variety of methods which have been 
tried he would probably have been 
less courageous in coming to so many 
definite conclusions, particularly 
about “Ideal Practical Measures,” 
“The Ideal Pattern of State Care” and 
“Possible Reorganization of the Hos- 
pital.” (Pages 209-225). 

The breath of fresh air will not 
seem so fresh to those who are ac- 
quainted with Stanton and Schwartz 
(although their study was completed 
just as Belknap was finishing his), 
and the writings of G. Bell, T. P. 
Rees, A. Querido, P. Sivadon, and 
with the New York State Community 
Mental Health Services Act, or with 


all the articles in this journal. All of 
these are also breaths of the same 
rising wind which promises to intro. 
duce a new integration of psychiatric 
care with other medical service pro. 
grams, a new relationship between 
mental hospitals and the communities 
they serve and a new way of working 
and living in the mental hospitals, 


Many Social Changes Involved 


In the reviewer's opinion _ these 
changes are not the product of the 
work done by any individual or any 
profession, but reflect a process of 
change in our society, partly a change 
in technology, partly a change in 
population sizes and characteristics, 
partly a change in government and 
partly a change in culture. If this 
opinion is correct, it is a great pity 
that the sociologists, who so far have 
tried to help us understand our 
changing situation, have largely ig. 
nored these social events and _ have 
concentrated their attention so ex- 
clusively on the interpersonal patterns 
which occur in our institutions. We 
need social perspectives but we are 
only getting tiny bits of them. Per 
haps the next sociologist who will try 
to provide social perspectives on the 
problems of our mental hospitals will 
start with issues such as those raised 
by De Tocqueville (“Democracy in 
America”), Henry Adams (Education 
of .. .”) and Max Weber (“The Soe 
ciology of Bureaucracy”), and provide 
us with some perspective on ourselves 
and our work rather than undertake 
the role of expert advisor on how to 
do a job after looking only at bad 
ways of doing that job and ignoring 
the experience of those who have 
found better ways. 

Had Chapters 8-10 of this book 
been published as journal articles, 
they would not have invited such gen- 
eral reactions. However, the exten- 
sion of the study to book proportions, 
with two chapters on mental hos 
pitals in general and one on con 
clusions involving those state mental 
health programs, assigns broader im- 
plications to the study than it war- 
rants, and makes it necessary to point 
out that the subjects discussed have 
not been adequately dealt with. Not 
only have more pages been used than 
necessary to describe the study and 
its findings, but the pages come at 
the high price of 1.9 cents a page. 
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TV modernizes training 


How Nebraska Psychiatric Institute 
uses closed-circuit TV by GPL 





Camera observes treatment through one- Three screens are monitored to select spe- 
way window of treatment room without dis- cific treatments for showing to students. Sim- 
turbing doctor or patient. GPL camera’s high plicity of design enables any staff member 
sensitivity eliminates need for special lighting. to operate equipment. 





Large screen viewing is made possible by small groups. The bright picture gives front- 
unique GPL projection system. Clear, larger- row seats to each of the over 200 psychia- 
than-life showings of actual treatments are trists and students the Institute’s modern 
now observed by large classes instead of auditorium can accommodate. 


* 


For further information on GPL 





or name of local GPL representative, write 
General Precision Laboratory Incorporated, 61 Bedford Road, 


Pleasantville, New York 


*GPL’s industrial-institutional TV system 
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For detailed information on 
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contact any of the following 


SALES REPRESENTATIVES 


@ Technical Instruments, Inc. 


971 Main Street 
Waltham 54, Mass. 
Tel: Twinbrook 3-1400 


TERRITORY: Massachusetts, Rhode Island, Connecticut, 
New Hampshire, Maine, Vermont, Northern New York 


W. A. Brown & Associates, Inc. 
P. O. Box 5007—Geo. Wash. Sub-station 
3610 Mt. Vernon Avenue 
Alexandria, Virginia 
Tel: TEmple 6-1800 


TERRITORY: Florida, Georgia, North Carolina, South 
Carolina, Maryland, Delaware, Alabama, Mississippi, 
Tennessee, Virginia, West Virginia 


M. P. Odell Company 
26614 Center Ridge Road 
West Lake, Ohio 
Tel: TRinity 1-8000 
} aaa Eastern Michigan, Western Pennsylvania, 


Hugh Marsland & Company 
6405 North California Avenue 
Chicago 45, Illinois 
Tel: Ambassador 2-1555 2-1556 


TERRITORY: Western Michigan, Indiana, Illinois, lowa, 
Nebraska, North Dakota, Sovth Dakota, Minnesota, 
Wisconsin, Kansas, Missouri, Kentucky 


J. Y. Schoonmaker Company 
2011 Cedar Springs 
Dallas 1, Texas 
Tel: Riverside 8-3335 
TERRITORY: Texas, Oklahoma, Lovisiana, Arkansas 


Don H. Burcham Co. 
P. O. Box 4098 
510 N. W. 19th Avenue 
Portland 9, Oregon 
Tel: Capital 7-3830 
TERRITORY: Washington, Oregon, Montana, Idaho 


Kittleson Company 
416 No. La Brea Avenue 
Los Angeles 36, California 
Tel: Webster 3-7371 
TERRITORY: California, Nevada, New Mexico, Arizona 


Canadian Westinghouse Company, Ltd. 
P. O. Box 510 
Hamilton, Ontario 
Tel: Jackson 8-3461 
TERRITORY: Canada 


or 
General Precision Laboratory 


Incorporated 


¢ Main Office 
(including New York District Office) 
63 Bedford Road 
Pleasantville, New York 
Tel: ROgers 9-5000 


¢ Mid-Atlantic District Office 
The Benson, Suite 111B 

Jenkintown, Pennsylvania 
Tel: Turner 4-3476 


© Mid-Western Office 
188 West Randolph Street 
Chicago, lilinois 
Tel: Dearborn 2-6453 


© Western Office 
21 N. Altadena Drive 
Pasadena, California 
Tel: Sycamore 5-5869 








DEPARTMENTS trectuaing tHe 


Industrial Therapy for Mentally Retarded 


By JAMES T. SHELTON, M.D., Supt. & Medical Director, and CECIL HOLMES, 
Industrial Therapist, Porterville State Hospital, California 


AT PORTERVILLE STATE Hos- 
pital we care for mentally retarded 
patients of all ages. A major problem 
is the adult patient who could be 
placed in the community in a super- 
vised situation, but whose relatives 
have passed out of the picture or are 
for some reason unable to provide the 
necessary supervision. Here the hospi- 
tal’s Industrial Therapy program 
plays what is probably its greatest 
role, working in careful coordination 
with the other departments to pave 
the way for community placement. It 
works especially closely with Social 
Service, which is responsible for giving 
periodic supervision to patients on 
industrial placement outside the hos- 
pital. 

Within the hospital, patients are 
given pre-vocational training assign- 
ments in wards, kitchens, the labora- 
tory and pharmacy, and in the 
maintenance department or as garden- 
ing aides, and similar placements. 
Placement is individually prescribed 
by the patient’s ward physician accord- 
ing to the patient’s needs and abilities, 
and always with the goal of eventual 
discharge into the community. The 
Industrial Therapist makes a job 
analysis for each patient-trainee, and 
sees that the patient’s potentialities 
are made known to the employees to 
whom he is assigned. The Industrial 
Therapist keeps careful records on 
each trainee’s progress, and these are 
helpful to show to potential em- 
ployers. 

Several general principles are fol- 
lowed in the Industrial Therapy pro- 
gram to make it as beneficial as possi- 
ble. No patient is assigned to a task on 
the same ward on which he sleeps at 
night, since this is not a normal 
working condition. Assignments are 
for no longer than six hours a day, 
five days a week, to prevent exploita- 
tion of the patient. No patients are 
assigned to the main kitchen, em- 
ployees’ dining room or the laundry 
because these operations must main- 
tain a definite workload and thus can- 
not give the time to train patient- 


workers properly. Moreover the super- 
visors of the main kitchen and of the 
laundry feel that patient-workers can- 
not maintain the level of efficiency 
and sanitation required in those areas. 
(See “Sanitation and Efficiency in the 
Hospital Laundry,” MENTAL HOS- 
PITALS, Oct. 1956.) 

Industrial therapy, to be meaning- 
ful, entails a great deal of employee 
supervision. This of course increases 
the workload of the employees and 
means that a truly efficacious in- 
dustrial therapy program requires 
more paid personnel than is other- 
wise indicated. 


Private Hospital Receives 
Public Health Traineeships 


Chestnut Lodge has been awarded 
two Public Health Service traineeships 
of $3400 each for a one-year post- 
Master's clinical learning experience 
in psychiatric nursing. The program is 
aimed primarily to help the psychiat- 
ric nurse gain a special awareness of 
therapeutic nursing relationships and 
through the process of supervised ex- 
perience, planned conferences and 
seminar work, gain ability to function 
more skillfully and with greater assur- 
ance in these relationships. 

Further information may be ob- 
tained from Frank J. Shea, Director of 
Nursing, Chestnut Lodge, Rockville, 
Maryland. 


Dietary Supervisors 
Meet Weekly 


The dietary department of Osawa- 
tomie (Kans.) State Hospital coordi- 
nates the service in its various units 
throughout the hospital with weekly 
supervisory conferences. One super- 
visor from each kitchen and each 
dining room attends to discuss ques- 
tions and problems that arise, and 
takes the information back to the 
employees under her supervision. The 
proposed menu for the following week 
is gone over, detailing the recipes, 
amounts to be ordered, and serving 
portions. 


PATIENT DAY BY DAY 


Nebraska to Provide 
Interstate Training 


The Nebraska Psychiatric Institute, 
Omaha, has begun a pilot project to 
assist North Dakota, South Dakota, 
and western Iowa in the development 
of their training and research pro. 
grams. The hospitals of the adjoin. 
ing three states will be provided spe. 
cialized training of certain professional 
personnel who will attend the In. 
stitute at the expense of the hospitals 
involved. A National Institute of 
Mental Health grant will help initiate 
the project. 


Mobile “Eye Health” Unit 
Services State Hospital 


Ophthalmological consultation is 
provided the eye clinic of the N. J. 
State Hospital at Greystone Park 
through a mobile unit of the Eye 
Health Service operated by the State 
Commission for the Blind. The 
equipped unit, which was financed 
by a women’s organization, visits the 
hospital periodically to give diagnos- 
tic and consultative services for pa- 
tients with eye trouble. This Eye 
Health Service is believed to be the 
only one of its kind in the United 
States. 


Advisory Council To Guide 
Ohio Building Program 

A 22-member council has _ been 
formed to advise the Ohio Depart- 
ment of Mental Hygiene and Cor- 
rection in formulating and carrying 
out its long-range building program. 
The membership includes psychiatric, 
penal and architectural experts from 
throughout the United States and 
Canada. 


State School Staff Holds 
Professional Meetings 


Professional meetings for all em- 
ployees are being held one evening a 
month at Polk (Pa.) State School. 
Each meeting features four 20-minute 
papers given by employees on some 
aspects of their work. Relatives of 
patients and other interested persons 
are welcome to attend. 
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Creative Writing Classes 
Aiiow Open Expression 


The Patients Library at Metropoli- 
tan State Hospital, Norwalk, Califor- 
nia, has been conducting an experi- 
ment using creative writing as a 
therapeutic technique, which shows 
promise as a useful supplement to 
other psychotherapeutic methods. The 
creative writing classes have an aver- 
age attendance of ten patients. If there 
are many more than this the interest 
of the group, whose individual needs 
vary so much, is hard to hold. 


The therapist opens each hour-long 
session by asking the patients to sug- 
gest some subject on which they want 
to write. If none is suggested, the 
therapist assigns a topic such as “My 
Biggest Problem Is... ,” “My Life in 
the Hospital,” “What Creative Writ- 
ing Has Done for Me.” About half of 
the class period is devoted to writing. 
Each patient in turn reads his own 
composition aloud, after which follows 
a group discussion. This is allowed to 
continue uninterrupted for as long as 
the interest holds. A little time is re- 
served at the end of the hour for the 
patients to choose a short story or arti- 
cle and read it aloud. This procedure 
has disadvantages in that some pa- 
tients read very badly or cannot be 
heard, causing the attention of the 
others to lag; but it is a means of in- 
cluding non-writing patients as mem- 
bers of the group. Being thus exposed 
to writing, many soon join in the 
writing activities. 

Many patients have stated that, in 
approaching their difficulties through 
creative writing, they feel much freer 
to express themselves than in a reg- 
ular psychotherapy session where they 
often conform to what they think they 
should say rather than what they real- 
ly feel. As one patient put it, “My 
writing is important to get things off 
my mind that have been there too 
long a time . . . I can write what I 
feel and say what I think with nothing 
to fear, except a mild difference of 
opinion from another member of my 
group. I am free to express myself as 
never before.” 

Creative writing has encouraged pa- 
tient introspection—to put ideas down 
on paper is to have to think them out 
in a precise and orderly fashion. It has 
served as an ego-builder, too. A pa- 
tient’s self-confidence and self-respect 


are increased when he produces an 
original work and it is given attention 
and consideration by his fellow pa- 
tients. 

The writing produced in the classes 
offers a rich source of interpretive 
material. One of the projected goals 
of this program is to compile a list of 
topics of a directive nature which can 
be correlated with and used to iden- 
tify specific defense mechanisms. 

The patients’ own evaluation of 
their creative writing classes, provided 


by the topic “What Creative Writing 
Has Done for Me,” confirms our ob- 
servations that the program is bene- 
ficial. One patient appraised it thus: 

“This course in creative writing 
offers something to the patient to 
whom not enough attention is paid 
in planning activities, whose intel- 
lectual capacity occasionally cries for 
something a little more challenging 
than a checker game.” 


ANNA J. PITNEY, Librarian 





A SIMPLIFIED INTELLIGENCE TEST 
FOR POTENTIAL AIDES 


BY ELIZABETH F. SOCHA, Clinical Psychologist, 
State Hospital for Mental Diseases, Howard, R. I. 


AT OUR HOSPITAL increasing 
emphasis is placed upon in-service 
training programs for employees, lead- 
ing to certification as psychiatric aides. 
The problem of screening applicants 
for these positions assumes a greater 
seriousness than before since a deci- 
sion must be made in the case of each 
applicant whether or not he or she 
is capable of profiting from this spe- 
cialized training. Inaccurate evalua- 
tions of learning potential can be cost- 
ly, particularly in terms of personnel 
time spent in instructing trainees who 
are poor prospects. 

In an effort to screen applicants as 
efficiently as possible, the Psychology 
Department experimented with vari- 
ous group tests of general intelligence 
of the paper and pencil variety. The 
results: were disappointing. It was 
found that for applicants with limited 
school experience, the group tests 
were far from an indication of capac- 
ity. 


Test Easily Administered 


Since an individually conducted 
examination provides a more valid 
basis for making an estimate of in- 
tellectual function, the Wechsler 
Bellevue Intelligence Scale, Form I 
(now revised and known as the Wechs- 
ler Adult Intelligence Scale) seemed 
to be the instrument of choice. It is 
a practical test, not difficult to admin- 
ister, easy to score, and informative. 
Its chief drawback is the time re- 
quired, 45 to 60 minutes for each per- 
son tested. 


In an effort to reduce the time per 
person per examination, it was de- 
cided to employ one of the abbrevi- 
ated forms of the Wechsler Scale, 
used quite successfully during and 
since World War II, to obtain a quick 
estimate of intelligence. One particu- 
lar short form, consisting of Informa- 
tion (a measure of fund of general 
information), Similarities (a test of 
logical abstractive thinking), and 
Block Designs (a measure of analytical] 
ability) was shown to furnish pro- 
rated I.Q.’s, which, when compared 
with Full Scale 1.Q.’s, gave 80% agree- 
ment. 


In addition to this basic group of 
three subtests, it was decided to in- 
clude Comprehension (a test of judg- 
ment or “common sense”), and Pic- 
ture Completion (a measure of visual 
alertness and concentration), func- 
tions of significant value in dealing 
with psychiatric patients. Using these 
five subtests, it seemed fairly certain 
that the agreement with Full Scale 
I.Q.’s would be even greater than 
80%, and, at the same time, the time 
spent in examining each applicant 
would be kept down to 30 minutes or 
less. 


For purposes of quick screening, 
this technique employing the above- 
mentioned five Wechsler subtests, has 
proved to be very satisfactory. Of the 
219 applicants tested, during the year 
1955, 37, or approximately 18%, were 
rejected on the basis of inadequate in- 
tellectual capacity. 
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Psychiatric Occupational Therapy in a General 


Hospital 


By MARION STUMPF, OTR, Director of Occupational Therapy 
Barnes Medical Center, St. Louis, Missouri 


HE occupational therapy program for psychiatric 

patients at Renard Hospital (the psychiatric unit of 
the Barnes Medical Center) is designed to meet needs on 
an individual and group basis. It provides the opportunity 
to practice new ways of handling emotions and to develop 
new skills in living. To meet these needs, whether it be 
on an individual or group basis, relationships and attitudes 
are sometimes just as important as the activity itself. 

In order to use the activities to the best advantage, the 
therapists work only under the written prescription of the 
psychiatrist. In addition, the therapists meet weekly with 
the staff residents at which time reports are made on 
patients. A daily record is kept on all the patients in which 
their attendance, reaction to environment, speech and 
motor activity, and method and manner of performance 
are recorded. 

Since there is more individual care, there is perhaps a 
greater ratio of personnel to patients than found in most 
hospitals. The department is staffed by four registered 
Occupational Therapists, one full time and several part 
time orderlies. This is also a training center for students 
in clinical training in psychiatry from the Washington 
University Occupational Therapy School. There is also a 
job-training program with Antioch College, Ohio, whereby 
Antioch students are sent here for varying periods ol 
time to receive on-the-job experience and training in this 
particular area. 


Ihe atmosphere plays a great part in helping the patients 
adjust to the hospital situation and aiding them in their 
recovery. This atmosphere is one of a more normal setting 





. = Coal 
Photo: Harrisburg (Pa.) S.H. 
The O.T. ——_ at Renard Hospital teaches ceramics and 


other crafts in its Graphic and Manual Arts Shop. 
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Photo: St. Elizabeths Hospital 
Needlework is done in the Home Arts Workshop, which offers 
a restful atmosphere for patients seeking quiet diversions. 


—away from the hospital routine and offering normal 
activities of the sort which might be found at home. 

Home-making activities are included; there is a well- 
equipped kitchen, attractively decorated in pink, where 
the patients can prepare refreshments for snacks or com- 
plete dinners for large groups. The automatic washer and 
dryer in the laundry section of the department encourages 
many to maintain good grooming and to carry out the 
responsibilities they will have to assume at home. The 
Home Arts Workshop affords opportunity for the quieter 
activities such as needlework and weaving. 

The Graphic and Manual Arts Shop is well equipped for 
such activities as woodworking, reedwork, metalwork, 
leathercraft, ceramics, printing and various minor crafts. 
The gym is used for sports like badminton, volleyball, 
basketball and shuffleboard, as well as for movies and 
recreation programs. 

The Music Room has a small library, a piano, com- 
fortable chairs—all very conducive for relaxation and 
socialization. Long-playing records are rented weekly from 
the Public Library. 

The occupational therapy program is carried on six 
days a week both morning and afternoon. A therapist 
makes daily visits to patients on the wards who are unable 
to come to the shop with the group. Regular walks are 
scheduled in Forest Park at the same time the program of 
activities is being conducted in the Shop areas. Part-time 
orderlies assist in this. 

All these occupational therapy activities assist Renard 
Hospital to provide a well-balanced therapeutic program 
for the patient. 
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News & Notes 


Grant Received for 
Conference on Volunteers 


The National Institute of Mental 
Health has granted the American Psy- 
chiatric Association funds to plan and 
conduct a Conference on the direction 
and planning of volunteer services for 
psychiatric patients. The conference 
will consider patterns for the recruit- 
ment, training, and screening of vol- 
unteers; administrative problems and 
policies; new opportunities for the 
utilization of volunteers, particularly 
in rehabilitation work, and all related 
problems. 

The conference will be jointly spon- 
sored by the American Psychiatric As- 
sociation, with the National Associa- 
tion for Mental Health, the Veterans 
Administration, the American Hos- 
pital Association and the American 
National Red Cross. Each organiza- 
tion will designate two members of a 
Steering Committee. 

The Conference will be organized 
along the lines of the Cornell Con- 
ferences on Psychiatric Education; 
preparatory committees will be desig- 
nated to collect information over the 
course of several months before the 
Conference is actually held. Finally, 
a substantive report will be prepared 
and published by the American Psy- 
chiatric Association for the informa- 
tion of all concerned. 

The Medical Director of A.P.A., Dr. 
Daniel Blain, is named as the Prin- 
cipal Investigator of the Conference. 
The other members of the Steering 
Committee are: Dr. Harvey J. Tomp- 
kins, also representing the A.P.A,; 
Mrs. Viola Pinanski and Mrs. George 
C. Capen, representing the American 
Hospital Association; Mrs. Abbott 
Mills and Miss Phoebe Steffey, repre- 
senting the American National Red 
Cross; Mrs. Marjorie Frank and Miss 
Mary Mackin of the National Asso- 
ciation for Mental Health; Dr. Leon 
L. Rackow and Mr. James H. Parke 
of the Veterans Administration. 

An organizational meeting of all 
members of the Steering Committee 
will be held in Washington on April 
3rd. Later this month a two-day meet- 
ing will be held to choose the full 
membership of the Conference and to 
delineate finally the areas to be’ stud- 


ied. 


Supplementary Mailing 
for April 


The first publication of the Joint 
Information Service of the A.P.A. and 
N.A.M.H. has been made available 
to the Mental Hospital Service for its 
April Supplementary Mailing. 

The document comprises a study 
made by the Joint Information Serv- 
ice of the changes in patient-employee 
ratios in public mental hospitals 
throughout the country between the 
years 1939 and 1955. 

The figures used represent all em- 
ployees in the mental hospitals. All 
states have improved their patient- 
employee rate in recent years, al- 
though the rate of improvement has 
varied. The country-wide study shows 
that in 1939 there were 5.7 patients 
for each full-time employee; in 1955, 
the ratio was 3.8 patients per full- 
time employee. 





| 
| 
The new procedure for booking films is now in effect. Be- | 
cause of certain misunderstandings we find it necessary to | 
repeat the details of the change in procedure and stress | 
| the importance of conforming to the specific instructions | 
| for the booking of our Library films. | 
Under the new system announced in our January issue, | 
when you mail in your requisition form, you may: 


Send $1.65 in cash, check or money order (No | 


Stamps, Please! ) 


OR 


Request an invoice. (In this case, a charge of 75¢ 

for the actual cost of invoicing and collecting an 
account will be added to the initial service charge 
of $1.65, thus making it $2.40 per film.) 


replacements. 


Please note that, under the new system, checks and money 
orders must be made out to THE PENNSYLVANIA 


STATE UNIVERSITY. 


| All subscribers have received a supply of the current 
requisition forms. Should you need additional forms, 
| please write directly to Mental Hospital Service, 1785 
| Massachusetts Avenue, N. W., Washington 6, D. C. The 
| Psychological Cinema Register is not able to supply these 


forms. 


| Attention, All Subscribers! 


Both these figures represent the actual charge made to us 
by the agency which handles our bookings, repairs and 


People & Places 


Dr. Albert Nordeman Brown-Mayers 
is the new clinical director of the 
New Jersey Neuro-Psychiatric In- 
stitute at Princeton. . . . The Butler 
Mental Health Center (formerly 
Butler Hospital) in Providence, R. L., 
is now re-opened on an outpatient 
basis. Its superintendent is Dr. Robert 
W. Hyde, formerly of Boston. Inpa- 
tient services are in the planning stage 

From California: Dr. Walter 
Rapaport has announced his retire- 
ment as State Director of Mental Hy- 
giene. He will resume his old job as 
superintendent of Agnews State Hos- 
pital, the position held by Dr. Hy- 
man Tucker, who has been appointed 
Superintendent and Medical Director 
of the new 4000-bed Fairview State 
Hospital, under construction at Costa 
Mesa, in southern California. 


J 























21 











The detention screen, used with this Truscon Intermediate Louver Window, 
is the principal restriction against injury and escape. Screen can be opened 


only by authorized use of a removable key. 





ventilation. Ventilators operate simultaneously. 


Eastern Pennsylvania Psychiatric Institute, Philadelphia, Penna.; 
Harbeson, Hough, Livingston & Larson and Harry Sternfeld, 
Architects. 





These Truscon Intermediate Louver Windows offer 
50% ventilation, are particularly suited to the needs 
of mental hospitals. A similar design provides 100% 





TRUSCON DETENTION WINDOWS combine 


apartment-like beauty with complete protection and safety 


It’s hard to believe from the casual, inviting appear- 
ance of these handsome Truscon Intermediate Louver 
Windows that they provide detention. That’s because 
they’re designed to conceal or minimize any appear- 
ance of enforced restraint. At the same time they’re 
carefully engineered to protect mental patients against 
self-injury and to prevent escape. 

Like all Truscon Steel Detention and Psychiatric 
Windows, they make maximum use of large total 
glass and ventilating areas for abundant healing sun- 
light and fresh air. Yet, they provide all the necessary 


TRUSCON STEEL DIVISION 
REPUBLIC STEEL 





1112 ALBERT STREET * YOUNGSTOWN 1, OHIO meme 
Export Dept.: Chrysler Bidg., New York 17, N. Y. 


TRUSCON —A NAME YOU CAN BUILD ON 


margins of safety. 

The degree of restraint can be entirely controlled 
by authorized personnel who operate the windows 
by a small removable crank—open or close the de- 
tention screens (above left) with a removable key. 

You can benefit from Truscon’s extensive special- 
ized experience in the design and construction of 
steel windows for safe confinement of mental patients. 
Simply ask your nearest Truscon® representative for 
technical assistance. Catalog includes complete spe- 
cifications. Send coupon for free copy. 


TRUSCON STEEL DIVISION, REPUBLIC STEEL 
Dept. C-2523-R 
1112 Albert Street + Youngstown 1, Ohio 


Please send catalog that includes details and specifications 
on Truscon Detention Windows. 
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Function as the Basis of Psychiatric Ward Design 


By HUMPHRY OSMOND, M. D. 


Superintendent, The Saskatchewan Hospital, Weyburn 


gE AIM Of this paper is twofold: 

- encourage psychiatrists to pre- 
sent the needs of institutionalized 
mentally ill people so that these needs 
can be understood by members of an- 
other profession—architecture; to en- 
courage architects to question psychia- 
trists about the care of these sick 
people in a knowledgeable way so 
that they can derive a truer under- 
standing of the architectural problem 
that is being presented. For where 
client and architect do not communi- 
cate freely and accurately, the archi- 
tect cannot easily discover the real 
purpose of the building and his design 
must suffer. Hundreds of monstrous 
and unsatisfactory mental hospitals, 
cluttering the countryside and causing 
grave clinical and administrative dif- 
ficulties, are an eloquent testimony to 
the failure in communication which 
has existed between architect and 
psychiatrist for much of the last cen- 
tury. This has not always been so and 
must not continue. 

My thesis here hinges on certain 
assumptions. To avoid confusion I 
shall list these so that the reader may 
challenge them if he wishes. 
|. Structure will determine function, 

unless function determines struc- 

ture. 

2. The architect’s task is to devise a 
structural expression of the func- 
tional requirements which have 
been communicated to him by his 
client. 

3. Since mentally ill people have been 
studied far more closely and in- 
tensively and in a greater variety 
of ways than almost any other 
group of people, it follows that we 
should be able to define their needs 
very exactly. There are dozens of 


books giving detailed accounts of 
the sufferings of mentally ill in- 
dividuals. No physical illnesses have 
been so extensively described. We 
are therefore peculiarly well placed 
to make a functional formulation 

of requirements for mentally ill 

people, and from this an architect 

should be able to devise an efficient 
structure, 

In designing a particular ward, of 
course, the functional formulation 
should be worked out in the greatest 
detail. Since this is not possible here, 
I shall deal with principles rather 
than with particulars. 


The Present Problem 


To make a functional formulation 
we must first delineate the problem. 
Luckily there is no difficulty in doing 
this, for the heart of the psychiatric 


‘hospital is, and must be the ward on 


which patients spend most of their 
time. It is the sort of care given on 
the wards which determines the sort 
of buildings needed elsewhere in the 
hospital. That care, in its turn, is 
determined by the nature of the sick 
people for whose benefit it has been 
devised. 

The mentally ill, like any other 
group of handicapped people, require 
surroundings which allow them to 
make the most of their assets and 
which aggravate their disabilities as 
little as possible. It would be heart- 
less to house legless men in a building 
which could only be entered by lad- 
ders or very steep gradients. But so 
little thought has been given to the 
care of the mentally ill that buildings 
far more detrimental have been foisted 
on them. 

These sick people have only one 


quality common to all of them with- 
out exception: a rupture in interper- 
sonal relationships resulting in aliena- 
tion from the community, culminating 
in expulsion or flight. They are to a 
greater or lesser extent socially iso- 
lated. The psychiatric ward then has 
to be designed to care for people 
whose capacity to relate to others has 
been gravely impaired. 

This disturbance in interpersonal 
relationships is usually produced by 
primary changes in perception, think- 
ing, feeling (affectivity) and some- 
times motility. Such changes often 
produce, and when present always 
enhance, any existing difficulties in 
interpersonal relationships. These in- 
terpersonal difficulties frequently ag- 
gravate the difficulties in perception, 
thinking, and so on. The design of a 
psychiatric ward must incorporate 
ways of influencing this vicious circle 
for the better. In particular the staff 
must be placed so that they can pro- 
vide the greatest amount of support, 
help and encouragement for the pa- 
tients in their care. The patients too 
must have every opportunity to help 
each other by means of group activity 
such as we are now able to devise. 


The Nature of 
the Patients’ Disabilities 


Mentally ill people, particularly 
schizophrenic people, who fill rather 
more than half of the mental hospital 
beds in North America (say at least 
500,000 beds out of about 800,000), 
suffer from a well defined group of 
symptoms whose effects are known. I 
shall give examples, not exhaustive, 
of the way in which these symptoms 
make the patients’ life difficult. 
Clearly, in a major psychiatric archi- 
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tecural study these symptoms should 


be examined in great detail. 


Though I have divided these 


changes up under headings of percep- 
tion, feeling and thinking, these ab- 
stractions must not be taken too lit- 
erally. 


l. 


Disturbances in Perception: In 


spite of Bleuler’s contrary opinion 
there is growing evidence that schizo- 
phrenic people have peculiarities in 


perception 


ranging from minor 


changes (which may and probably do 
have very extensive consequences) , to 


illusions, 


distortions and_hallucina- 


tions of a gross sort. These may affect 
every sensory modality, including the 
perceived body. Weckowicz has shown 


under 


test conditions that schizo- 


phrenic people have anomalies in 
visual perception.* In my own clini- 
cal experience, changes in spatial per- 
ception are often accompanied by 
changes in perception of the body, 


Ww 


hich is only a special but very im- 


portant aspect of general perception. 
So the huge corridors and unneces- 
sarily enlarged spaces so often found 
in mental hospitals are liable to en- 


hz 


ince one of the most harmful and 


distressing of schizophrenic experi- 
ences—uncertainty about the integrity 
of the self. 


Other results of these perceptual 


changes are: 


* 


(a) Changes in visual perception so 
that familiar surroundings seem 
changed; the uncertainty which 
this generates may be frightening. 
Experimental evidence (and we 
have not nearly enough of this at 
the moment) suggests that small, re- 
assuring, easily encompassed spaces 
are desirable. 

People too can appear strange 
and threatening, or they may even 
seem to be others who possess these 
attributes. This danger can be re- 
duced by having small groups of 
patients, who know each other well, 
living together in comfortable sur- 
roundings. Such groups of four to 
eight people cared for by someone 
trained in interpersonal skills will 
give each other empathic support 
and lessen fear. 

(b) Changes in auditory sensation. 
The very frequent auditory hallu- 


See “Notes on the Perceptual World 


of Schizophrenic Patients’, page 25. 
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cinations, voices and so on,.are good 
examples of this. Very often these 
appear mostly when the sick person 
is tense. Disturbing echoes and 
auditory peculiarities should be 
avoided in design. 
(c) Changes in time sense can make 
life very difficult and leave the pa- 
tient puzzled and uncertain about 
where he is. The ample provision 
of clocks, calendars and up-to-date 
newspapers is necessary to remind 
patients that “world time” is “real 
time.” Television, properly used, 
and internal broadcast systems can 
all help to focus the patients’ atten- 
tion on the socially recognized time. 
(d) Changes in tactile sense occur, 
also and an interest in texture which 
needs study and must be used con- 
structively. The coarseness of insti- 
tutional clothing and the lack of 
pleasantly-textured fabrics and sur- 
faces in the surroundings have un- 
doubtedly been harmful to the 
mentally ill. Indeed this was noted 
in the York Retreat, England, so 
that good linen, tableware, and so 
on, was provided by Samuel Tuke 
in the 1790's. 
(e) Changes in the olfactory sense. 
Hypersensitivity and changes in this 
sense make properly functioning, 
well-ventilated and a sufficient num- 
ber of toilets of even greater impor- 
tance than in general hospitals. 
(f) Changes in the perception of 
one’s own body. This very alarming 
type of experience is probably in- 
strumental in starting many schizo- 
phrenic delusions of the hypochon- 
driacal variety. It is probable that 
good and congenial surroundings 
can reduce preoccupation with these 
changes. Experiments in perception 
show that our perceptual apparatus 
can easily be confused; such confu- 
sion must be avoided in psychiatric 
wards. 
2. Changes in Mood: Changes in 
mood make interaction difficult. A 
small group of people who know and 
understand each other tend to stabi- 
lize mood changes. In a very large 
group, swings of mood can reverberate 
through many people, including the 
nurses, resulting in panic and social 
disintegration. 
With mood change may be included 
that peculiar quality, empathy—feel- 
ing in or with other people. Few of 


us dare to be “involved in mankinde.” 
At least some mentally ill people find 
themselves involuntarily in this heroic 
situation. For them, privacy and a 
place of their own is essential if they 
are to avoid being overwhelmed emo. 
tionally by the suffering of their com. 
panions. 


3. Changes in Thinking: These can 
be of such extreme severity that even 
very simple actions become difficult, 
The ward must therefore make the pa- 
tients’ biological life easy to live, 
Washing arrangements and__ toilets 
must be close at hand and easily lo. 
cated. Clothing and personal posses 
sions too must be stored so that they 
can be kept nearby and be under the 
patients’ own control as far as possi- 
ble. Where, as in older folk, memory 
failure plays an important part in 
asocial behavior, rooms must be clearly 
labeled in letters of a suitable size and 
color. 

In some people, apart from difficul- 
ties in perception, the notion of self 
may be lost or impaired. Simple de- 
vices such as the patient’s name being 
clearly written on the doors of rooms 
and lockers can help here. Mirrors in 
bedrooms and bathrooms can help 
to remind one who one is. (In bed- 
rooms particularly these mirrors 
should be under the patients’ own 
control. That is, it should be possible 
to cover them.) 


‘Rules Deriving from 
the Patients' Needs 


An appreciation of the nature of 
the mentally ill person’s disease and 
the sort of experience which he may 
be enduring allows an imaginative 
architect to evolve certain simple rules 
which can then be applied. Luckily 
today we can depend less on imagina- 
tion and more on experience because, 
thanks to psychiatric tools such as 
LSD-25 and Mescalin, changes in 
perception resembling those found in 
some schizophrenic people can be pro- 
duced experimentally. We also have 
evidence that mood and _ thought 
changes can be produced with adreno- 
lution and adrenochrome. 


1. Patients Must Not Be Overcrowded: 
Too many people must not be forced 
to live or sleep in a space intended for 
a lesser number. Overcrowding forces 
people, who do not wish or are unable 
to interact, literally to tread upon 
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each other’s toes. It has been shown 
that in animals, overcrowding alone 
can catie major changes in the adre- 
nal glands (believed to play an im- 
portant part in schizophrenia and 
known to be important in the physi- 
ology o! the emotions) . Some animals, 
if forced to live in overcrowded con- 
ditions from which they cannot escape, 
will die. 


9. Patients Must Not Be Overconcen- 
trated: Too many people must not be 
forced to interact together, regardless 
of whether the space provided is suf- 
ficient or not. A dayroom in which 
100 patients have to congregate would 
be harmful even though its dimen- 
sions were very generous. We are not 
used to living in crowds and the at- 
tempt to do so is unpleasant even for 
healthy people. It can so damage the 
mentally ill that they lose all hope of 
recovery. 

While overcrowding and overcon- 
centration are often combined in our 
deplorable provincial and state men- 
tal hospitals, they can also occur sep- 
arately. Each is harmful, overconcen- 
tration probably being worse. Archi- 
tects and psychiatrists have a very high 
responsibility to design buildings 
which do not lend themselves to over- 
crowding and in which overconcentra- 
tion cannot take place. 


3. The Provision of a Path of Retreat: 
When patients feel threatened they 
must, if at all possible, have the op- 
portunity to retreat physically rather 
than be forced to resist physically or, 
what is more harmful, be forced into 
psychological withdrawal from reality. 
Physical retreat can easily be reversed; 
it is less likely to harm the patient 
than psychological withdrawal, and 
less likely to be accompanied by psy- 
chosomatic disturbances. It is obvious 
that while physical resistance may do 
the patient less harm immediately, it 
is likely to involve him in interper- 
sonal relationships with the staff and 
other patients which may, in the long 
run, force him into psychological with- 
drawal. 


4. Need for Private Place: It follows 
that patients require a place of their 
own, as far as possible under their 
own control. Hediger has shown that 
for many wild animals incarcerated 
in zoos, the presence or. absence of 
this nest or den makes the difference 





Notes on the Perceptual World of Schizophrenic Patients 
By T. E. WECKOWICZ, M. D., The Saskatchewan Hospital, Weyburn 


There is some experimental evi- 
dence that in schizophrenics, size 
constancy becomes disordered. 
Their percepts are determined to a 
greater extent by the retinal images 
than are the percepts of normal 
people. As distance-size is an in- 
variance (gestalt), a disturbance of 
size constancy would lead to a 
disturbed perception of distances 
between the objects. For instance, 
when the size is perceived as small- 
er, the distance is perceived as 
longer. Schizophrenics tend to 
under-estimate the sizes of objects 
seen at a distance. Eysenck has 
found that psychotics, particularly 
schizophrenics, tend to over-esti- 
mate the distance. He uses this as 
one of the tests for measuring “psy- 
choticism.” 

Space is determined by the per- 
ceived relationship of objects. Gil- 
iskey has put forward a theory of 
“subjective space,” saying that the 
“subjective unit of space” does 
not correspond to the “objective 
unit of space.” In other words, the 
estimated length of a yard length- 
ens with distance. Schizophrenics, 
therefore, who tend to over-esti- 
mate distance, have a larger “sub- 
jective space” than do normal 
people. This may puta great strain 
on their cybernetic mechanisms. 
They may feel small—lost in the 
vast space. This loss of the ability 
to construct “subjective space” 
creates many ambiguities. It may 
lead to loss of sense of space—a loss 
of feeling of reality and distortion 
of the bodily image, as, for instance, 
feeling small. In a manner of 
speaking, schizophrenics live in a 
more “real” physical world than 
normals do. Their subjective space 
approaches more the Euclidian 
space than does the subjective space 
of the normal people. The normals 
live in a more “illusory” visual 
world, but more easy to adapt to. 
The schizophrenic finds it more 
difficult to encompass his subjective 
space; the range is too wide. In 
electronic terms, “the range is too 
wide for his scanning mechanism to 
operate.” It appears that the 
sensory data have to be first con- 
densed before they undergo some- 








thing similar to the scanning of a 
television apparatus. The schizo- 
phrenic cannot condense (fore- 
shorten) his perceived space. 

The loss of sense of space in 
normals occurs in mild form in 
people who visit mountains for the 
first time in their lives. The ex- 
plorers of the Antarctic too have 
described most vividly a loss of 
sense of space which occurs in the 
so-called “white-out”. It may lead 
to a feeling of unreality and distor- 
tion of the bodily images. 

What kind of physical environ- 
ment is the most suitable for the 
schizophrenic patient? As _ has 
been stated before, his cybernetic 
mechanisms are less efficient than 
those of normal people. Therefore, 
the suitable environment is the one 
which exerts as little strain on these 
mechanisms as possible. It should 
confront the schizophrenic patient 
with an unambiguous, clearly de- 
fined situation. Obviously, large 
spaces, like large wards and long 
corridors with their interminable 
vistas, are not suitable for a person 
who has lost the ability to fore- 
shorten his subjective space. (The 
effect of the perspective can best be 
appreciated by normal people from 
a photograph, where constancy of 
perception does not operate.) The 
larger spaces should be circular, as 
we are all living in a circular world 
(the horizon is round) and our 
senses are more adapted to a circu- 
lar space than to a rectangular one. 
Scanning of a large surface per- 
pendicular to the line of gaze re- 
quires a constant change of range 
in the scanning mechanism. This 
puts an additional strain on the 
cybernetic mechanisms, which, as 
has been stated before, are less effi- 
cient in schizophrenic patients. The 
objects of his surrounding, for in- 
stance, furniture, should be simple, 
unambiguous and functional in 
their design. This will create an 
unambiguous, simple, clearly de- 
fined world which will demand a 
very small number of choices from 
the schizophrenic patient. These 
remarks apply not only to the visu- 
al, but also to the total perceptual 
world in schizophrenia. 








between the survival or death of the 
creature. He has also shown that the 
size of this place is much less impor- 
tant than that it should be function- 
ally rather than structurally equiv- 
alent to the conditions found in na- 
ture. This would mean that, for 
psychotic people, a small room of per- 
haps only 50 square foot floor space is 
much to be preferred to twice that 
space in a dormitory with many peo- 
ple. (In his most valuable book on 
wild animals in zoos and circuses, 
Hediger frequently emphasizes the 
importance of providing the func- 
tional equivalent of the animal’s na- 
tural living conditions rather than 
making futile attempts to reproduce 
its natural surroundings.) 


5. Opportunity To Form Beneficial 
Relationships: Patients must have the 
opportunity implicit both in the or- 
ganization and physical structure of 
the hospital to form relationships of 
a beneficial sort among themselves and 
with the hospital staff. There is evi- 
dence that groups of four to eight 
people are especially liable to form 
beneficial, supportive and construc- 
tive relationships, and that these can 
be enhanced by the presence of a nurse 
trained in group activity. 

Conversely the structure must not 
encourage dangerous and unstable re- 
lationships. For gravely psychotic 
people, rooms having two or three 
together are nearly always objection- 
able and can be very harmful. If for 
some reason single rooms cannot be 
provided, then dormitories for from 
four to eight people with bed alcoves 
are the best substitute. 

The relationship implied between 
two or three people sleeping in a 
single room is a highly complex one. 
In our culture, the only people who 
commonly sleep two to a room are 
siblings, spouses, lovers and some hotel 
guests. Psychotic people are very often 
muddled about their social and sexual 
status. It would seem unwise to mud- 
dle them even more. 


6. Psycho-Social Needs Must Be Met: 
{llusory administrative conveniences 
such as security and supervision, must 
not be allowed to endanger the psycho- 
social needs of the patients. The 
“security” type of building is often 
necessary because the design of psy- 
chiatric wards wholly neglects the 
psycho-social needs of patients. When 
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the building is itself an expression of 
those needs, both patients and staff 
will, I believe, feel so much more 
secure themselves that they will not 
have to rely as much on mechanical 
aids. 

This does not mean that all security 
measures must be abandoned. It does 
mean that these measures must be 
scrutinized and their purpose ana- 
lyzed. Many of them result from a 
combination of improper care and 
confused thinking, and so have no 
place in a modern building. 


7. The Reduction of Ambiguity and 
Uncertainty: Well people respond to 
ambiguity with tension; and it is in 
consequence of this that ambiguity 
plays such a large part in humor of 
various sorts. Laughier releases the 
tension. If we meet someone who 
closely resembles an old friend or an 
old enemy, it can be difficult to relate 
to him in an appropriate manner. 
We know from conditioning experi- 
ments that animals become disturbed 
when asked to choose between objects 
which they have been trained to rec- 
ognize, but which are presented to 
them in a manner that makes the ani- 
mal unsure which test object is being 
shown. Children are notoriously up- 
set by ambiguity, and it is often un- 
certainty caused by this rather than 
open unkindness and neglect which 
forms a focus for the development of 
habit patterns which dog them later 
in life. The most responsible tasks in 
society consist in choosing a course of 
action from a number of alternatives, 
not one of which is without danger. 


Mentally sick people, especially 
schizophrenics and old folks, find am- 
biguity and the uncertainty which ac- 
companies it hard to bear. This is a 
predictable consequence of illnesses 
which interfere with perception, think- 
ing and affect. Mentally ill people 
find that aspects of living which are 
purely automatic for the well become 
filled with puzzlement, danger and 
distress for them. The sick person 
often has to make a heroic effort to 
cope with the most ordinary happen- 
ings. It is important not to add to 
this wretched condition by avoidable 
ambiguities in the function and struc- 
ture of hospitals supposed to help the 
sick. 

Gratuitous burdens are not uncom- 
mon. A famous British mental hos- 





pital welcomes its new arrivals in 
richly painted and gilded hall. Amon 
the intertwining leaves covering th 
walls, goblin-like creatures are con 
cealed. Sometimes a whole head ca 
be seen, sometimes only an eye glean 
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While not all hospitals are as open od 
gruesome in their cultivation of th te 
ine show « 
ambiguous, the whole matter of th foo 
enforced segregation of the ment of 
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sick people in badly designed, poor h 
financed, understaffed and ove 
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crowded places, ostensibly for thei | 
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Another example of ambiguowgl o¢ pec 
structure found in the great majoring} anoth 
of mental hospitals is the huge systenf restric 
of corridors which dominates old ani a-tior 
new buildings. These thoroughfare 6 h; 
often serving no very obvious purpos reduc 
are unlike anything found in the live peopl 
of ordinary people. The extraordinang | nti] 
perspectives of these elongated comiff ;, one 
dors are disturbing even to the well dose. 
and place a great strain on the percep pide | 
tual apparatus of the psychotic. Any we ca 
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on the floor as if hugging it to them ‘a 
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to ambiguity it should, I think, Db needs 
discussed separately. I was puzzled bj ment 
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Choosing is a feature of all life™ not « 
even the humblest, and survival often extra 
depends on making the right choict§ intin 
Different social organizations impos§ but | 
different sorts of choice on their mem§ to w 
bers. Choosing between many alterna on tl 
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produces tension and even irritation if call 
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ring thil very few goods because customers are 
are @ likely to be hard put to discriminate 
head call between. uniform excellence and ele- 
fe gleam gance. 
~~ In our day to day life we make fre- 
'S open uent choices in minor matters and so 
n of th q : 
- show our preference for different sorts 
on Oe of food, clothing, entertainment, and 
. oa to some extent, for the company of 
i Poors other people. Yet in major matters 
Over most of us exercise choice infre- 
es thet quently. For instance, we rarely choose 
a with whom we should interact closely, 
; because we live in one restricted group 
nbiguo ® of people (our family) and work with 
majoring another. Consequently we are far more 
3€ System restricted in our interpersonal trans- 
old ani actions than we realize. In addition, 
aghfares we have means readily available for 
PUTPOX® reducing these transactions with those 
the li "§ people who are socially close to us, 
ordinan§§ until the intensity of the relationship 
ed com i; one that we find congenial. We can 
the well close our office door. At home we can 
> P&TCeP® hide behind a book or newspaper. Or 
tic. Anv™ we can go into another room. We rec- 
cople i ognize that people have rights to pri- 
strang® vacy, although even in our culture this 
, Dr. M recognition is not universal. When we 
to how cannot reduce interaction then we are 
or MOVE® forced, as I have already suggested, to 
* floor 8 withdraw psychologically or to act out 
even li aeainst our environment. 
to them . — 
Ironically, the organizational and 
architectural structure of mental hos- 
nitatiolg pitals has managed, in the matter of 
y linked exercising choice, to meet the patients’ 
link, ba needs almost exactly in reverse. In 
zzled bi mental hospitals as usually designed 
league and in some social homologues such as 
ulties i jails, old folks’ homes, and special 
ig from schools, almost exactly opposite condi- 
ally op§ tions obtain from those found in nor- 
ngs em™ mal life. People incarcerated in these 
ital hos places have their everyday choices— 
‘tunitie™l food, clothing, recreation—limited, 
iggested whereas they have to choose intimate 
w coul§ companions from a mob of equally 
come t§ sick strangers—a choice we are seldom 
? Yet on faced with in normal living. 
re right Further, in most mental hospitals, 
all life§ not only is the patient exposed to an 
al oftet§ extraordinary number of potentially 
choice§ intimate interpersonal transactions, 
impos§ but he also has a variety of choices as 
ir mem@™§ to where and how to locate himself 
alterna on the ward. Deprived of a room and 
leasant§ frequently of a corner that he can 
ation if call his own, he is forced to choose 









where he should sit or lie in the face 
of competition. In the huge dormito- 
ries he must seek out his bed among 
many anonymous beds. 

The psychotic person needs sur- 
roundings which allow and encourage 
him to make the sort of choices which 
we all make regarding everyday mat- 
ters, food, clothing, entertainment 
and our relationships with casual in- 
truders. He should be limited strictly 
in the sort of choices which well peo- 
ple make infrequently, i.e. changing 
the group of people with whom he 
lives and works, and changing the lo- 
cation in his dwelling place. 


9. The Preservation of Personality 
and Individuality: One of the most 
important objectives and one in which 
failure has been most conspicuous, is 
to preserve personality and to prevent 
the sick people being submerged in 
the hospital machine. 

The hospital organization can do 
very little to preserve the patient’s in- 
dividuality if dormitories, day rooms, 
bathrooms, toilets and decorations are 
all clearly meant for mass living and 
herd existence. While it may well be 
that the general plan of wards will be 
very similar, the patient’s personal liv- 
ing space must have something dis- 
tinctive about it and the design should 
lend itself to placing furniture, small 
personal possessions, rugs, pictures, 
wall decorations and lighting so that 
patients can impress their personali- 
ties on their surroundings and be en- 
couraged to do so. 

For instance, thought should be 
given to see how suitable arrange- 
ments could be made for patients to 
have small animals as pets on and 
near their wards. This was done at the 
Retreat in York in the 1790's. It seems 
that people can form close affective re- 
lationships with animals even when 
it is not possible to do so with humans. 


10. Note on the Sexual Segregation of 
Patients: One classification of mental 
hospital patients so widely used that it 
is hardly noticed is by sex. For the last 
100 years or so, men and women have 
been more or less rigidly segregated, 
especially in state and provincial hos- 
pitals. Even Dr. Kirkbride was so 
moulded by the ideas of his age as to 
suggest separate hospitals for men and 
women, which is one of the very few 
stupid things in his great book. 
Segregation of men and women 





sprang from the need to counter the 
depravity of the 18th century jails 
and mad houses. This was an age un- 
trammeled by the sexual inhibitions 
and prudery of the succeeding Vic- 
torian era. The reformers feared that 
female patients would be debauched 
and abused if cared for by men and 
that women would seduce men. How- 
ever, like many reforms, the cure, rigid 
segregation, was as bad as the disease; 
for mentally ill people are often forced 
to live in homosexual communities 
which are not suitable for them. 

Schizophrenic people in particular 
are often quite unsure about their sex- 
ual status. Suggestions as to why this 
should be are: 

(a) Regression to earlier stages in 

personality development. 

(b) Eruption of complex deter- 
mined material both of a per- 
sonal and what Jung has called 
an archetypal sort. 

(c) A need to repress an unrecog- 
nized homosexual urge. 

(d) Disordered perception result- 
ing in disturbances of the per- 
ceived body. With these 
changes may go uncertainty 
about sexual status. 

Whatever the causes, the conse- 
quences are fairly clear. Like any 
other group of people, schizophrenics 
have sexual interests and since schizo- 
phrenia develops largely in young 
adults, in whom overt sexual behavior 
is expected, sexual difficulties occur. 
It is hardly surprising that where a 
strange and mysterious subject like 
sex combines with an equally mys- 
terious illness, the victims of this joint 
puzzle are confused. 

Schizophrenics, then, require sur- 
roundings where they meet people of 
the other sex, so that they can main- 
tain those social skills which our cul- 
ture and most others require for regu- 
lating relationships between the sexes. 
Interaction with both nurses and pa- 
tients of the opposite sex is therefore 
of great importance. 

The danger of sex segregation is 
that it encourages desocialization by 
allowing the development of careless- 
ness in dress, uncouthness and lack of 
pride in one’s appearance. In addi- 
tion, as experience from the armed 
services in wartime shows, it assures 
an increase in ipsophilic (auto-erotic) 
and isophilic (homoerotic) activities. 











Psychiatric wards should allow for 
the close proximity of male and 
female patients—without of course re- 
ducing the decorum found in other 
hospitals. While not subscribing to 
18th century license, we do not have 
to be bound by 19th century prudery 
which no longer finds much support 
in our culture. 


Sociopetal and 
Sociofugal Buildings 


This brief outline shows some of 
the snags awaiting the unwary who 
design mental hospitals without in- 
quiring into the nature of schizo- 
phrenic experience. It is pleasanter 
not to guess how many patients have 
been irreparably damaged by unsuit- 
able buildings and how many are 
presently being tortured by them. 

I believe that there are some gen- 
eral qualities of buildings which can 
be called sociofugality and sociopetal- 
ity. By sociofugality I mean a design 
which prevents or discourages the 
formation of stable human relation- 
ships. In urban society such buildings 
are clearly necessary. Railway stations 
are perhaps the apogee of sociofugal- 
ity; hotels have this quality to a high 
degree as do mental hospitals, general 
hospitals and jails. 

Sociopetality is that quality which 
encourages, fosters and even enforces 
the development of stable interper- 
sonal relationships such as are found 
in small, face-to-face groups. The 
tepee, the igloo, the Zulu kraal are 
examples of buildings that could be 
described as highly sociopetal. Mer- 
ritt’s design of a psychiatric ward, al- 
though aimed mainly at improving 
nursing supervision, shows a fair 
degree of sociopetality, as do some 
circular medical wards at the Liver- 
pool Royal Infirmary in England, and 
most but not all private dwellings. 
General hospitals, mental hospitals, 
prisons and old folks’ homes are often 
low in it. 


Concepts to Analyze Function 


I believe that the concepts of socio- 
fugality and sociopetality are a means 
of analyzing the function and struc- 
ture of buildings whose usefulness is 
not limited to psychiatry. Sociopetal 
buildings have as their objectives the 
fostering of those relationships found 
in the small, face-to-face groups of 
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people. Where this sort of relation- 
ship is required, the design must ac- 
cord with the needs of these small 
groups. Sociofugal buildings do not 
encourage interpersonal relationships 
and when group relationships occur 
they are of the shoulder-to-shoulder 
type found in a crowd or, when modi- 
fied by discipline, in the regimented 
group. From the old English word 
“shoulder” we derive such verbs as 
“to shun” and phrases such as “the 
cold shoulder.” Language is a sensi- 
tive indicator of implied human re- 
lationships. 

Corridors, which are high in socio- 
fugality, are admirably suited for 
keeping people on the move, but ill- 
suited for developing interpersonal 
relationships. It follows from this 
that, quite apart from a saving in cost 
(as high as 15% in some buildings) 
which the elimination of corridors 
allows, we should attempt to reduce 
corridors to a minimum in buildings 
in which we wish to encourage the 
growth of interpersonal relationships. 


Discussion 


It may seem arrogant to lay down 
principles for designing psychiatric 
wards when many ward plans appear 
in journals with felicitous descriptions 
of the luxurious accommodation that 
is being provided. Even the most ex- 
pensive show little sign that thought 
has been given to the type of inter- 
action implicit in the structure of the 
building. Those most sophisticated 
observers, Stanton and Schwartz, in 
their critical description of the ward 
they studied at a private hospital, 
suggest that its shortcomings lay main- 
ly in drab walls and shabby furniture; 
they give less attention to the random 
arrangements of the two, three and 
four-bed dormitories and their strange 
relationship to the dayroom spaces, 
which probably contributed much to 
the difficulties on the ward which they 
describe with such acuity. 

Since the ward is in an old 
building, this is not surprising. But 
on the other hand, some of the luxury 
buildings found in private psychiatric 
hospitals seem to be derived not from 
psychiatric principles but from an 
attempt to ape general hospitals and 
hotels—both highly sociofugal build- 
ings. Such attempts can at best lead 
to a very unsatisfactory building 


which cannot make full use of modem 
psychiatric knowledge; at worst it js 
a disastrous waste of money. 

In the less luxurious sphere of pub. 
lic mental hospitals, equal confusion 
prevails. In one Health Department, 
twenty-year plans carefully relabeled 
but not otherwise changed, are being 
used for a multi-million dollar hos 
pital. Perhaps the timeless world of 
the psychotic has infected those who 
care for him! In the last year or 
so a single dormitory was built to 
contain about 100 chronic mentally il] 
men, and opened with great satisfac. 
tion by the legislators, in spite of the 
misgivings of the medical staff. 

Yet psychiatrists must bear their 
share of the blame, for one of them 
showed me with pride a_ geriatric 
building completed only this year. In 
it ambulant old ladies slept in dormi- 
tories of 30 to 40 beds and inhabited 
a huge dayroom where patients from 
another dormitory foregathered. The 
old ladies fed in a huge, glittering and 
hygienic restaurant. Bedridden old 
ladies were shut up in small single 
rooms, alone. Not only did this make 
a great nursing problem, but natural- 
ly the isolated ladies were lonely and 
unhappy. 

Old ladies don’t sleep in groups of 
thirty and forty. They don’t com- 
monly eat in huge garish restaurants 
or sit about with 70 or 80 other old 
ladies. If they don’t enjoy doing this 
when well and in the community, it 
is unlikely that they will like it any 
more in an old folks’ home or a 
mental hospital. Permanently bed- 
ridden people like company and usu- 
ally prefer to be with a small group 
of people rather than to be alone. 
While some single rooms are doubt 
less needed, four to six-bed dorm 
tories with draw curtains or sliding 
partitions make life far more toler 
able for most old ladies. Incidentally, 
a design of this sort would have made 
nursing much easier, as the work done 
by the Nuffield Foundation has shown. 


Old Labels Still Used 


The old classification of wards con- 
tinues to be employed mechanically in 
new buildings; chronic, semi-chronic, 
untidy, disturbed, etc., are the labels 
used, in spite of ample evidence that 
it is low-grade care and bad conditions 
on wards of poor design that product 
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these invidious distinctions. Show- 
piece blocks for new admissions are 
built with good intentions, but in 
fact make the lot of those whose 
illness exceeds some arbitrary time 
limits even worse than it need be. 
Kirkbride long ago recognized the 
folly and cruelty of this policy and 
noted that, in a properly run hospital 
those patients who were newly ad- 
mitted were always the most difficult 
and dangerous because they were un- 
known quantities. Since no one 
would wish to give them any but the 
best care, there should be but one 
standard for all patients—the best 
known to medicine. He emphasized 
that only in this way could true 
economy and Christian decency be 
combined. The disasters of the last 
70 years in hospital psychiatry confirm 
his views. Unhappily, the lesson has 
still to be learned. 


Hospitals Should Not 
Be Built to Last Forever 


Architect and _ psychiatrist must 
work together to see that the thou- 
sands of psychotic people who have to 
be rehoused in the coming decade are 
not simply transferred to barracks 
where radio, brass and linoleum have 
been replaced by stainless steel, vinyl 
and television. We must earnestly 
persuade state and provincial govern- 
ments that it is no longer possible to 
build hospitals that will “last forever.” 
Indeed, it is likely that the best that 
we can build now will be obsolescent 
in 15 to 20 years’ time. 

We must learn to think much more 
like plane designers who have, I be- 
lieve, as their motto “Draw ’em, build 
em, test ‘em, fly "em, scrap ’em.” The 
human and material organization of a 
ward in a mental hospital is as com- 
plicated as a modern jet plane and 
about as expensive. Yet our ways of 
attacking the problems involved are 
very different. The aircraft designers 
pay the very greatest attention to 
their prototype. After they have 
built a machine of the most up-to-date 
design, it is tested by a team of the 
most skilled experts. From what they 
learn, the production model is built. 
This is finally handed over to pilots 
who are specially trained to under- 
stand the ways of the new plane. 

No psychiatric ward has, so far as I 
know, ever been subjected to. such 
rigorous and logical enquiry. The 





Nuffield Foundation has made a study 
of this sort for general hospital wards. 
It is ironical that where the need is so 
much less, the effort is greater. Let us 
hope that someone will have the 
courage and enterprise to do what 
is obvious and logical—build a series 
of psychiatric wards on functional 
plans and then study them carefully 
and thoroughly with a trained team of 
architects, psychiatrists, sociologists, 
psychologists and nurses. Then at 
last we may have mental hospitals 
which fulfill Florence Nightingale’s 
“first requirement of a hospital: to do 
the sick no harm.” 


Summary 


In this paper, using methods bor- 
rowed from Hediger in his study of 
wild animals in zoos, I have discussed 
some of the problems of making a 
functional formulation for the design 
of psychiatric wards, particularly in 
mental hospitals. The virtue of this 
method is that it starts with a careful 
inspection of the needs of the con- 
fined creature; for the mentally ill 
these needs can only be discovered by 
an analysis of the way in which they 
experience their surroundings and 
their own persons. From a study of 


these needs one can make functional 
specifications which must of course be 
both enlarged and refined by further 
work to help architects to develop 
physical structures suitable for the 
care and housing of mentally ill 
people. In addition there are hints 
that all buildings possess certain gen- 
eral qualities for enhancing or re- 
tarding the growth of small human 
groups which foster - close interper- 
sonal relationships. I suggest that 
these qualities should be called socio- 
petal and sociofugal. 


Conceptual Study Urged 


For those suffering from difficulties 
in making or sustaining interpersonal 
relationships, buildings high in socio- 
petality are usually necessary. Among 
such people are the mentally ill, the 
old and senile, certain maladjusted 
children, and many delinquent and 
criminal people. It is possible, too. 
that many buildings for socially ad- 
justed people would benefit if design 
were based on functional concepts of 
this sort. I hope that architects and 
psychiatrists will join forces in such 
a study and secure the help of other 
professional colleagues such as anthro- 
pologists, sociologists, psychologists 
and psychiatric nurses. 





Editor's Note: 


satisfactorily solved. 


are here published for the first time. 


ing. 





A more detailed version of Dr. Osmond's paper was originally prepared 
at the instigation of Dr. Paul Haun, Consultant for Psychiatric Arch 
Pennsylvania, for presentation to the Honorable Harry Shapiro, the Secretary 
of Welfare for the Commonwealth of Pennsylvania and Dr. Robert A. Mat- 
thews, the Commissioner for Mental Health. 


Dr. Osmond and Mr. K. Izumi, the architect-planner, came to Pennsylvania 
and presented the program and plans for consideration in the planning of a 
new 900-bed psychiatric hospital to be built in Delaware County, Pennsylvania. 
The Secretary authorized the development of finished plans for twelve of the 
buildings, to be used for the care of ambulant, continued treatment patients 
in the new hospital. Careful study of the effectiveness of the Osmond 3 
will thus be possible in terms of a group of hospitalized patients for whom sep- 
arate structural provision has rarely been made. Preparation of the working 
drawings revealed, of course, several architectural problems, which are being 


The presentation drawings on pp. 30-32 were prepared for MENTAL HOS- 
PITALS by the firm of Izumi, Arnott and Sugiyama; the plans and the paper 


Both Dr. Osmond and Mr. Izumi wish to make the point that the so-called 
"circular builaing' is only one architectural solution to the space-relationship 
problems posed. There could be many others. MENTAL HOSPITALS is pub- 
lishing this material mainly because it is a new approach to the design of 
living space for psychiatric patients, and not because the editor believes that 
any one plan can be considered the last word in the design of a hospital build- 
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AN ANALYSIS FOR THE DESIGN 


OF HOSPITAL QUARTERS FOR THE NEUROPSYCHIATRIC PATIENT 


By K. IZUMI 


Izumi, Arnott and Sugiyama, Architects & Engineers, Regina, Sask. 


HIS ANALYSIS is based on an 

idea developed at a meeting be- 
tween Dr. H. Osmond, Mr. William 
Trott, a lighting consultant, and the 
writer, in September 1955. It should 
be read in conjunction with the 
drawings on these two pages. 

The basic idea is that a person, 
be he a psychiatric patient or not, 
has roughly speaking three levels 
of association, ranging from the 
most personal relationship, that is 
by himself, to a relatively intimate 
association with a small number of 
people, and finally, to associations 
with a large group. 

In Diagram 1, the small circle 
illustrates the close and limited 
relationship. The oval indicates an 
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association with a number of others 
of a fairly intimate nature. The 
amorphous shape indicates the in- 
dividual’s relationship with a large 
number of people, the relationship 
being less intimate. 

Using this theme, the architec- 
tural counterparts are illustrated 
in Diagram 2. The most intimate 
relationship would be carried out in 
an area not unlike the “cave re- 
treat”, where such activities as 
sleeping, meditation, quiet reading 
and writing are carried out. There 
is the problem of other personal 
activities, such as those carried out 
in toilet facilities. However, this 
“retreat” would be very small with 
a bed, locker, possibly a chair and 
table or desk, and storage for some 
clothing on a very intimate scale. 


Areas for Socialization 


The next area for limited associ- 
ations with others would be not 
unlike a parlor where certain face- 
to-face activities of a limited na- 
ture, such as conversation, card 
games, listening to music, reading 
aloud, and so on, would be carried 
out. It is a space with wall hang- 
ings and a normal complement of 
furniture such as tables and chairs, 
book shelves and other equipment. 
The next space is for more active 
play such as ping pong, shuffle 
board, etc., where associations with 
others will be more casual in na- 
ture. Architecturally this space 
would have a sense of integration 
with the outside through large 
window areas and should convey 
the feeling of expansiveness. There 
would be fewer actual planes of 
walls to define this space. 

Diagram 3 suggests a possible 
grouping of these areas, and for 
this study it is assumed that the 
first basic group would consist of 
four persons. This seems to be the 
optimum number for face-to-face 


relationships; four at a card table, 
two pairs of opposing teams, some 
variations in conversational groups, 
etc. 

Diagram 4 shows a lineal devel- 
opment based on the foregoing but 
with no attempt to get a reasonable 
space size relationship; that is, if a 
plan is evolved from this lineal de- 
velopment, the succeeding space 
from the individual’s retreat is out 
of proportion to the number of 
people using it. 

Diagram 5 takes the lineal de- 
velopment and literally “bends” the 
form in an attempt to bring the 
three different spaces into scale. 
The solution then resolves into a 
semicircle with the small retreats 
on the periphery, the smaller group 
spaces as an intermediate space, and 
the large activity space in the cen- 
ter. 

It is assumed that the basic nurs- 
ing unit would house 24 patients. 
Their attendant facilities, such as 
locker rooms, toilet, storage, serv- 
ing kitchen, etc., are placed adja- 
cent to the semicircle. 


A Different Architectural Form 


A plan evolved from this dia- 
grammatic concept of human asso- 
ciation could result in an architec- 
tural form quite different from the 
normal rectangular form or plan. 
(See following page.) However, 
from the functional point of view 
it may be more satisfactory tur the 
intended purpose of looking after 
the mentally ill, as it more closely 
follows the fundamental concepts 
of human relationships than do the 
more familiar plans. Assuming that 
this is the space relationship to be 
achieved, the problem is to develop 
a nursing unit for a complete new 
hospital and also to see if this plan 
could be adapted to an existing 
hospital building such as the Sas- 
katchewan Hospital at Weyburn. 


31 








STAIRS TO STORAGE & EQUIP. x 






/ VIAN - Ny 
/ 


OFFICE - EXAM. RM. \ \ MAIN ENTRANCE / , PATIENTS LAUNDRY MONABLE NURSING 


TOILETS ster - VISITORS \ \ / / EXTRA ROOM / STORAGE 
\ \ j / A 
STAFF \ \ Z / / 


\ \ \ ‘\ A LANDSCAPED 
. ce £¢ 
wa ! 






/ 






RECREATION 


! £ 
Fo? ae 








reg OUTDOOR 


TED 


4 


L [Tl 







































7, 
Ui 



































REPEAT 
.. ; L_VISITORS , TOILET & BATH 
. ae \ 
\LARGE GROUP AREA 
PLAN SHowING 2-24 BED NURSING UNIT \ \ 
\ 
oO 5 10 20 K @) 40 50 , . 
SCALE = —_— \ \—SMALL GROUP AREA 
\ “RETREAT” 
, aaa 
IZUMI ARNOTT & SUGIYAMA tas . 
ARCHITECTS & ENGINEERS SCHEME OD 
REGINA SASK. CANADA 
AREAS SQ. FT. INCLUDES 
SPACE an Satan wenn Game NOTES 
PER PATIENT PER 24 BED UNIT THE CORE SPACE IS NOT INCLUDED IN 
THE ABOVE AREA CALCULATIONS. 
yor cnet —— 66 1389 THE NUMBER AND KIND OF FACILITIES 
_— DESIRED WILL DETERMINE SIZE AND 
SHAPE OF CORE - ALSO SEPARATION 
SMALL GROUP AREA 35 843 OF ENTRANCES FOR PATIENTS OR 
a oo os ENTRANCE ON OPPOSITE SIDE OF 
CORE WILL DEPEND ON PREFERENCES. 
LARGE GROUP AREA 44 1056 Yen 
INCLUDING NURSES STATION BASEMENT SPACE UNDER CORE AREA ONLY 
IS SUGGESTED FOR STORAGE AND 
TOTALS 145 MECHANICAL EQUIPMENT. 









INCLUDING TOILET SPACE 









STAFF OFFICE 





ATOILETS 









/JTREATMENT & EXAM. RM. 














/ SERVING KITCHEN 
LANDSCAPED PATIENTS LAUNDRY 
OUTDOOR AREA / STAIRS - TO STORAGE 668 
rEN TRANCE / rs N TRANCE 
sEiReAT—<—<$<$  —_ __. \ 






SMALL GROUP AREA————___—— 














\ 4 Tt = Sl = = oo xy / 































LARGE GROUP AREA — 






SCHEME “E” 
NOTE SEPARATE ENTRANCE FOR EACH 
NURSING UNIT 


AREAS ARE SIMILAR TO SCHEME D 














LVISITORS ~ 








